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Bronchial Stenosis.—Different aspects of 
pathogenesis and treatment of endobronchial 
stenosis are analyzed in three articles and 
illustrated by case histories. The first com- 
munication demonstrates the importance of 
bronchoscopic treatment: in a case of left 
pneumothorax with marked stenosis of the 
left main bronchus and endobronchial vegeta- 
tions and ulcerations, bronchoscopic aspira- 
tions and topical applications of adrenalin 
were performed followed by monthly dilata- 
tions with catheters of increasing caliber. 
Considerable improvement and enlargement of 
the bronchial lumen were observed on bron- 
choscopy, also confirmed by lipiodol studies. 
There was an increase in transparence of the 
previously opaque hemithorax. Concomi- 
tantly a marked clinical improvement was 
noted. The sputum became negative. This 
type of treatment has not provoked any com- 
plications in the above case as well as in similar 
cases. The second article gives the descrip- 
tion of a progressive tuberculous stenosis of 
the trachea and both main bronchi in a case 
of cavitary disease of the left upper lobe, 
treated by thoracoplasty. Endobronchial 
treatment consisted in aspirations, adrenalin 
and silver nitrate applications following which 
the ulcerations healed. The local treatment 
was combined with the treatment of Charpy 
(40 injections of Sterogyl and 60 injections 
of calcium gluconate intravenously). There 
was, however, an increasing formation of 
fibro-sclerotic tissue leading to progressive, 
ascending stenosis of marked degree. The 
third article gives examples of bronchial 
stenosis in childhood tuberculosis. A case 
of tuberculoma of the right main bronchus 
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with atelectasis of the right lower lobe and 
the right middle lobe is interpreted as a rare 
example of primary bronchial tuberculosis. 
In cases of epituberculosis the narrowing of 
the bronchial lumen was partly due to edema 
of the bronchial wall, partly to thick obstruct- 
ing secretions. The réle of enlarged tuber- 
culous lymph nodes in the development of 
bronchostenosis and their perforation into 
the bronchial lumen is described.—I ntérét des 
dilatations dans les sténoses tuberculeuses des 
bronches souches, P. Mounier-Kuhn & L. 
Meyer; Evolution endoscopique d’une stinose 
trachéale progresswe chez une tuberculeuse, 
P. Mounier- Kuhn & L. Meyer; Les sténoses 
bronchiques de la période primo-sécondaire, 
A. Dufourt & P. Mounier- Kuhn, Rev. de la 
tuberc., 1947, 2: 64-72.—( V. Leites) 


Ballooned Cavities.—Four cases are de- 
scribed in which ballooning of a cavity con- 
secutive to pneumothorax and pneumonolysis 
was treated with intracavitary aspiration of 
air through the thoracoscope. In all cases 
endobronchial disease with bronchial narrow- 
ing was present. One or several aspirations 
of 30 to 50 ce. of air were performed with 
immediate effect on the size of the cavity. 
There was concomitant atelectasis of the 
corresponding lobe and development of a 
sero-fibrinous effusion. A few days after the 
intervention there was again some enlargement 
of the cavity in all cases, which, however, did 
not reach the initial size. Following this, 
all 4 cases showed progressive diminution and 
finally disappearance of the cavity within 
three to four months. Several hypotheses 
are advanced to explain the mechanism of this 
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therapeutic procedure when a check-valve 
type of bronchial stenosis was obviously re- 
sponsible for the ballooning of the cavity. It 
is claimed that bronchoscopy consecutive to 
the intervention showed improvement of the 
bronchial involvement.—Ponctions de cavernes 
souffilées sous pneumothorax. Quatre cas favor- 
ables, H. Despeignes, Rev. de la tuberc., 1947, 
2: 747.—( V. Leites) 


Hemorrhagic Pleurisy.—While relatively 
common, the detection of a hemorrhagic 
pleural effusion does not usually settle the 
diagnosis. The experienced clinician may, 
however, use the coexistence of effusion and 
bleeding as the starting point for his deduc- 
tions. No symptom is conclusive for differ- 
entiation before a puncture settles the matter. 
The presence of practically pure blood in the 
pleural cavity usually means malignancy or 
hemopneumothorax. Even an increased lym- 
phocyte count does not rule out cancer. In 
neoplastic cases the course may be either in- 
sidious or accompanied by conspicuous 
symptoms, such as pain in the neck or arms, 
and pressure on adjacent organs without 
inflammatory phenomena. A small effusion 
with little fibrin, clotting tendency and 
hemolysis in the supernatant fluid also sug- 
gests cancer. Absence of sepsis is also 
corroborative. A number of conditions, in- 
cluding amebiasis, rheumatic disease, malaria, 
syphilis and pulmonary disease, may be 
present when an excess of eosinophils is 
present. If there is considerable respiratory 
difficulty, peripheral cyanosis, sensorial dis- 
turbances, high irregular fever and enlarged 
liver and spleen, miliary tuberculosis is a 
strong possibility, especially when the effusion 
is bilateral. Hemorrhagic pleural effusion is 
uncommon in chronic tuberculosis, it being 
more frequently an allergic manifestation in 
the secondary stage or associated with miliary 
tuberculosis. Argentine clinicians, in opposi- 
tion to Norris’ observations, find it but seldom 
in tuberculosis cases. The literature is 
exhaustively reviewed. One case of transitory 
hemorrhagic pleurisy in cancer, and 2 typical 
cases, one fatal, in tuberculosis, are reported 


at length.—Pleurestas hemorrdgicas,_ §, 
Zabludovich, Prensa méd. argent., April 25, 
1947, 34: 743—(A. A. Moll) 


Treatment of Genital Tuberculosis.—T reat- 
ment of epididymal tuberculosis must be 
approached in the light of the new allergic 
conceptions. The degree of progressivenesg 
must be determined, and the tuberculin test, 
X-ray studies, sedimentation rate, the Velez’ 
and Arneth’s indices and Schilling’s count 
willhelp. Ifa progressive trend is apparent, a 
radical operation may prove dangerous, and 
the best policy seems to be watchful waiting 
in severe cases and a two-stage operation in 
milder ones. Actual epididymectomy is re- 
served for the second step. The first step, 
for which the writer claims credit, consists 
in an anastomosis of the defferent ducts which 
are attached through their sheath to the over- 
lying inguinal skin. This preliminary pro- 
cedure isolates the organs threatened from 
the infecting genital focus and furnishes a 
desirable physiological rest to the tissues.— 
Tratamiento de la tuberculosis genital en ed 
hombre, J. Lockhart, Prensa méd. argent., 
April 25, 1947, 34: 757.—(A. A. Moll) 


Hutinel’s Disease in Mexico.—Four cases, 
3 of them fatal, of enlarged liver with tuber- 
culous pericarditis in children are described. 
They were all seen in the Children’s Hospital 
in Mexico City between May, 1945 and Oc- 
tober, 1946. Diagnosis is rather difficult as 
the onset is insidious and the modalities vary 
and sometimes the etiology is determined only 
by the necropsy findings. History, tuber- 
culin tests, search for the tubercle bacillus, 
X-ray studies, tomography and cardio-elec- 
trography are, however, of real help. Prog- 
nosis is most serious and only in a few cases 
has surgery a chance, and this only in con- 
trolling the tuberculous infection. The pa- 
tient still alive was to be treated with strepto- 
mycin before surgical measures were tried. 
Hutinel, however, described in his original 
report (1893) cases in which the disease had 
lasted several years. While tuberculosis is 
the most common cause, other factors may 
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also be responsible. For this reason and 
because of Pick’s significant contribution, it 
is argued that the condition should be known 
as Hutinel-Pick’s syndrome. In the Chil- 
dren’s Hospital from its opening to August 
31, 1946, there were 773 cases of tuberculosis 
among 15,678 admissions (4.93 per cent), 
meningitis (255 cases), pulmonary (239), 
bone-joint (127) and miliary types (28) head- 
ing the list. — Tuberculosis cardiohepatica en el 
nino (sindrome de Hutinel- Pick), L. Berlanga 
Berumen, Bol. méd. d. Hosp. inf., Mézxico, 
March-April, 1947, 4: 184.—(A. A. Moll) 


Miliary Tuberculosis with Heart Involve- 
ment.—In a 4-year-old boy, who had suf- 
fered from malaria when 2 years old, a diag- 
nosis of pulmonary tuberculosis was made on 
entering the hospital. The condition pro- 
gressed, with jaundice and finally meningitis 
developed and he died. The autopsy dis- 
closed miliary involvement of both lungs, 
liver, spleen, bowel, meninges, and, most 
uncommon, heart and large blood vessels. 
Enlarged nodes filled the mediastinum and 
mesentery, two of these masses pressing upon 
the gall-ducts. A large node on the lower 
surface of the right lung was considered to be 
the primary focus. The tuberculous charac- 
ter of the lesions was confirmed by histological 
and bacteriological studies.— Tuberculosis gen- 
eralizada, M. Salas, E. Contreras R. & J. 
Unda, Bol. méd. d. Hosp. inf., Mézico, 
March-April, 1947, 4: 207.—(A. A. Moll) 


Tuberculous Endocarditis.—A case of late 
primary pulmonary tuberculosis in a 26-year- 
old female, followed by generalized miliary 
tuberculosis, tuberculous endometritis and 
tuberculous endocarditis of the chordae tendi- 
neae, is described. There were no clinical 
signs of the endocarditis and the EKG was 
normal. The hematogenous dissemination 


occurred during the course of a pregnancy. 
The infant died of tuberculous pneumonia 
twenty-five days after birth.—Uber Endo- 
carditis tuberculosa und kongenitale Lungen- 
luberkulose, M. Aufdermaur, Schweiz. Ztschr. 
f. Tuberk., 1947, 4: 199.—(B. Gerstl) 


Tuberculoma of Myocardium.—Myocardial 
tuberculosis occurs in three forms: (1) miliary, 
(2) nodular, (3) infiltrating. A 20-year-old 
colored man was seen who died with the signs 
and symptoms of chronic moderately advanced 
pulmonary tuberculosis with serofibrinous in- 
volvement of the left pleura and multiple cold 
abscesses. There were no symptoms or signs 
of a cardiovascular involvement. On au- 
topsy, in addition to tuberculosis of lungs and 
other organs, there were found three tubercu- 
lous nodules in the left auricle: one was at 
the base of the mitral valve, 2 cm. in diameter, 
and two smaller ones were in the myocardium 
of the left atrium.—Tuberculoma of the 
Myocardium: A Case Report, S. M. Rauch- 
werger & R. J. Rogers, Am. Heart J., August, 
1947, 34: 280.—(G. C. Leiner) 


Radiography in Tuberculosis of Esophagus. 
—On the basis of 2 cases verified by biopsy and 
autopsy, and 4 more reported in the litera- 
ture, the roentgenographic changes produced 
by tuberculosis of the esophagus are described 
as those of ulceration, stenosing infiltration 
or tumor. Signs of ulcer and infiltration are 
more suggestive of tuberculosis but there is 
no characteristic pathognomonic X-ray 
change.—Rontgenbefunde bei Ocsophagus- 
tuberkulose, M. Liidin, Schweiz. Zlschr. f. 
Tuberk., 1947, 4: 257. —(B. Gersti) 


Treatment of Lupus with Vitamin D2.— 
The authors briefly review the clinical mani- 
festations and pathology of lupus vulgaris. 
They cite the work of Charpy who described 
the treatment of lupus vulgaris with vitamin 
D2. The technique is simple: vitamin D2, 
crystalline, in alcoholic solution, is given in 
dosage of 600,000 international units by mouth 
three times the first week, two times the week 
following, and once for the next three weeks. 
It is necessary that calcium be given in ade- 
quate amounts along with this treatment. 
They recommend 50 grains a day. The au- 
thors describe 2 cases of rather disfiguring 
lupus vulgaris which were considerably bene- 
fited by this treatment. They state that the 
treatment is simpler than other forms and 
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seems to be more efficacious.— Lupus tuber- 
culeux et vilamine D2, E. Gaumond & J. 
Grandbois, Laval méd., June, 1947, 12: 571.— 
(A. T. Laird) 


Tuberculous Adenopathy.—Case report of 
a 46-year-old male in whom caseo-pneumonic 
tuberculosis with multiple cavitations in the 
right upper and middle lobe was associated 
with a right paratracheal adenopathy. There 
was evidence of a calcified primary complex 
in the right upper lobe. Bronchoscopy re- 
vealed a perforation of the caseous lymph node 
into the bronchial system, between the ori- 
fices of the right upper lobe and right middle 
lobe bronchi. The outcome was fatal. The 
particular interest of this observation is seen 
in the fact that the above findings, which 
are commonly encountered in primary tuber- 
culosis, occurred here in a case of tuberculosis 
which was definitely of the reinfection type.— 
Rupture endo-bronchique d’une adénopathie 
médiastinale de réinfection chez un sujet de 
46 ans. Pneumonie necrotique consécutive, J. 
Brun, J. Viallier & Moindrot, Rev. de la 
tuberc., 1947, 2: 762—(V. Leites) 


Labyrinthine Function in Streptomycin 
Therapy.—A series of 23 patients receiving 
streptomycin therapy for at least two months 
was studied for auditory and vestibular func- 
tion. Fifteen patients were given 1.8 g. per 
day in divided doses every three hours, 8 
received 2.0 g. daily; all subcutaneously ad- 
ministered. Audiometer tests were done 
every two weeks during the period of treat- 
ment; all but one of the 23 patients maintained 
anormal audiogram. The one exception was 
a demerol addict who showed a 65 db. loss 
for 3 tones: 2048, 4096 and 8192. She was 
an exceptional case in that she showed no 
caloric responses before, during or after 121 
days of 1.8 g. of streptomycin per day. Al- 
most all of the patients had vestibular signs 
and symptoms. One of the first symptoms 
was blurred vision while reading, appearing 
about the same time that a fine nystagmus 
with lateral gaze in either direction could be 
detected. Vertigo usually began in the third 


or fourth week of treatment, varying in onset 
from eleven to sixty days in 17 patients. Al- 
though subjective vertigo lasted one to two 
weeks in most patients, vestibular function 
tests showed persistent abnormalities. Al] 
but 3 of the patients developed loss of reac. 
tion to rotation and caloric stimulation when 
treatment was continued for more than 
twenty-five days. The gait of 6 ambulatory 
patients showed a broad base and some ataxia 
after three to four weeks of treatment but 
compensation gradually took place so that in 
four months incapacity was not perceptible 
if vision were unobstructed and the walking 
surface smooth. Unsteadiness was revealed 
in walking on graded slopes or with vision 
obstructed. Walking was almost impossible 
in the interval between the beginning of a 
changed response to caloric stimulation and 
final occurrence of a negative response. Three 
months after the negative response first oc- 
curred, they did quite well under ordinary 
conditions. It was noted that patients over 
60 showed less ability to compensate in walk- 
ing, although the younger patient did very 
well. No recovery of response to caloric 
stimulation has been observed up to four 
months after cessation of therapy in these 
patients. Rotation tests showed no effect 
on patients who received the streptomycin, 
in contrast to normal subjects who show nys- 
tagmus, past pointing and ataxia after rota- 
tion. Tilting the affected patients on a table 
showed delayed response to changes in posi- 
tion. Localization of the lesion is still con- 
jectural in streptomycin treated patients. 
Loss of rotation and caloric response with tilt- 
table response being of the peripheral type 
suggest a labyrinthine lesion. So far, there 
is no convincing pathological evidence that 
this assumption is correct.—Tests for Laby- 
rinth Function following Streptomycin Therapy, 
A. Glorig & E. P. Fowler, Ann. Otol., Rhin. 
& Laryng., June, 1947, 56: 379.—(P. Q. 
Edwards) 


Antibiotic Clitocybine.—Studies were made 
on the antibiotic properties of substances 
present in the mycelia and carpophores of 
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the mushroom Clitocyba candida. The mush- 
room grows in the French and Swiss Alps. 
It forms characteristic, indented circles, called 
“witches’ circles,” with patches of dead plants, 
killed by the mushroom. The fact that these 
plants remained well preserved for a long 
period indicated the presence of an antibiotic 
agent (the author prefers the term “abiotic”’). 
For experiments in vitro, the following method 
was employed: Appropriate nutritive media 
were inoculated with the microérganism to be 
tested, and poured into Petri dishes. Pieces 
of the mycelium or morsels of blotting paper 
soaked with varying concentrations of the 
extract were placed upon the surface of the 
Petri dishes and incubated. Clear areas 
formed around the morsels which were devoid 
of microérganisms. One of the extracted 
substances, Clitocybine B, showed some spe- 
cific action against the Koch bacillus. Such 
bacilli, previously brought into contact with 
the antibiotic substance and then trans- 
ferred on suitable media, showed an extremely 
delayed growth. Experiments in vivo were 
carried out on guinea pigs. The animals 
were inoculated with tubercle bacilli and af- 
terwards treated with daily subcutaneous 
injections of the extract. Circumscribed, 
pulmonary lesions developed with charac- 
teristic, histological features, as scant casea- 
tion, absence of epithelioid and lymphoid cells, 
abundance of polynuclear leucocytes. Tuber- 
cle bacilli were either completely absent or 
they formed agglomerated, ill defined masses. 
In such cases, the leucocytes also contained 
numerous, phagocytosed tubercle _ bacilli. 
The author concludes from these findings that 
the substance not only inhibits the growth 
but also causes lysis of the bacilli and prevents 
them from elaborating their cytotoxic prod- 
ucts, so that they may be acted upon and 
phagocytosed by the leucocytes. The author 
has succeeded in culturing the mycelia on 
Sabouraud’s media and in obtaining crys- 
tallized and more purified extracts, with 
which extensive experiments are now being 
carried out.—La Clitocybine et le bacille 
tuberculeux, C. Hollande, Méd. Digest, Bru- 
elles, No. 5, May, 1947.—(E. C. Frey) 


Tuberculin Sensitivity.—Recently, Chase 
was successful in transferring tuberculin sen- 
sitivity passively by injecting cells from peri- 
toneal exudates of tuberculin-sensitive guinea 
pigs into normal guinea pigs. Freund, Valtis, 
and Valtez and Saenz found a difference in 
the intensity of the tuberculin test in very 
young and old guinea pigs actively sensitized 
by infection. An attempt to duplicate 
Chase’s studies and to determine whether the 
age of the animals has a pronounced influence 
on the passive transfer of sensitivity is re- 
ported in this paper. The method of sensitiz- 
ing 22 guinea pigs approximately 132 weeks 
old, and 33 guinea pigs 3 weeks old and the 
tuberculin tests performed four weeks later are 
described in detail, as well as the method of 
obtaining peritoneal exudate cells from the 
animals and inoculating measured volumes of 
these cells peritoneally into normal animals. 
Twenty-four and forty-eight hours after 
inoculation, the recipients were tested intra- 
cutaneously with dialyzed Old Tuberculin. 
The skin reactions were measured twenty-four 
and forty-eight hours following the test 
injections. Control injections with the peri- 
toneal exudates obtained from 10 young and 
3 old not sensitized guinea pigs were given to 
5 normal young animals, and they were tested 
like the experimental animals. In 3 cases 
slight, transient reactions to a 1:40 dilution 
of tuberculin were found which disappeared 
before the end of forty-eight hours; therefore, 
only forty-eight hour readings were considered 
reliable. Characteristic tuberculin reactions 
were obtained in 7 of the 10 animals which 
received peritoneal exudates from sensitized 
guinea pigs. No reactions occurred in ani- 
mals treated with exudates from normal 
guinea pigs. Thus, the work of Chase was 
confirmed. However, reactions of approxi- 
mately the same size were elicited in both 
young and old recipient animals; passive 
transfer of sensitivity did not appear to be 
greatly influenced by the age of the donor or 
the recipient animals.—Passive Transfer of 
Tuberculin Sensitivity in the Guinea Pig, 
M. M. Cummings, Martha Hoyt & R. Y. 
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Gottshall, Pub. Health Rep., July 4, 1947, 
62: 994.—(O. Pinner) 


Tuberculin Sensitivity—Mode of adminis- 
tration of tubercle bacilli as a factor in pro- 
duction of allergy in animals has been studied 
in an effort to obtain further information re- 
garding the phenomenon of skin sensitivity 
to tuberculin. Bovine bacilli, Dupray strain, 
of known virulenct were used in doses of 0.1 
mg. Tuberculin tests were made by intra- 
cutaneous injection of standard Pasteur In- 
stitute product diluted 1:10. Only animals 
surviving long enough for adequate testing 
of sensitivity were included in the report: 
a total of 51 guinea pigs. Subcutaneous 
inoculation of 15 animals resulted in the 
classical local lesion by the twelfth day. All 
reacted to tuberculin by the fifteenth day. 
This reaction followed the well-known process 
of progressively augmented intensity. The 
animals died by the thirty-eighth to sixty- 
fourth day with classical lesions. This group 
may be considered as controls. Only 2 guinea 
pigs received intramuscular injections; both 
had positive tuberculin reactions by the 
fifteenth day; both died with gross visceral 
lesions within two months. Twenty-four ani- 
mals received intratesticular injections which 
produced acute orchitis within fifteen days. 
All died between fifteen to forty-six days with 
very acute peritoneal and visceral lesions. 
However, these animals showed no reaction 
to tuberculin on repeated injections between 
the thirteenth and thirty-seventh days. A 
few of these animals showed very slight thick- 
ening of the skin at the injection site, but the 
reaction was not considered positive. Four 
animals infected intratracheally died between 
the twenty-first and fortieth day; 3 among 
them had no reaction to tuberculin on the 
seventeenth and twenty-third days; one re- 
acted positively on the same days. This 
animal had a local lesion at the site of injec- 
tion. Intravenous inoculation of 6 animals 
with minute doses of bacilli caused death with- 
out showing any reaction to tuberculin in 
thirteen to twenty-eight days. Two guinea 
pigs infected intraperitoneally died in thirty 


days with negative tuberculin reactions. This 
study indicated that sensitization of the skin 
to tuberculin results after inoculation of bacilli 
in the skin and muscle only. Perhaps because 
of the rapid progress of the disease induced 
by other routes of inoculation the animals 
lost their ability to react, although many 
tests were made several weeks before death 
with negative reactions. Apparently a tegu- 
mentary lesion plays an important rdle in 
producing allergic sensitivity when one seeks 
to demonstrate such allergy by cutaneous 
reactions.—Influence sur l’apparition de 
lergie cutanée chez le cobaye de la voie d’inocu- 
lation des bacilles tuberculeux, P. Gastinel & 
A. Nevot, Ann. Inst. Pasteur, May, 1947, 
73: 485 —(P. Q. Edwards) 


Tuberculin Tests.—Almost all persons giv- 
ing a negative reaction to an adequate tuber- 
culin test are free from clinical tuberculosis. 
Infrequently, a negative reactor may prove 
to be infected or rarely to be a clinical case. 
A few negative reactions are due to waning of 
skin sensitivity with passage of time in 
obsolete cases of infection. Nonreactors 
are sufficiently numerous to make the test of 
practical value in children and young adults.— 
The Significance of the Negative Tuberculin 
Test, B. Couts, Brit. J. Tuberc., April, 1947, 
41: 42—(A. G. Cohen) 


Weltmann Reaction.—The laboratory find- 
ings of 100 cases of pulmonary tuberculosis 
were correlated to clinical observations and 
course of the disease. Out of 82 cases with 
a slightly to moderately shortened coagulation 
band (Weltmann), 20 died, the remaining 62 
improved. All but one of the 18 cases with 


- elongated coagulation band became clinically 


arrested. The sedimentation rate was the 
most sensitive indicator for the degree of 
activity of the disease. The results of the 
Takata reaction were irregular and failed to 
show any correlation with course and clinical 
signs. Thus, sedimentation rate and Welt- 
mann nephelogram are the tests best suited 
to assist the clinician in prognosticating pul- 
monary tuberculosis ——Zur Humoralpatho- 


( 
I 
f 
I 
p 
t 
R 
le 
re 
It 
| al 
5 
fre 
ye 
th 
of 
ne 
ha 
chi 
cal 
in 
mi 
Eig 
hay 
cull 
to 
86 1 
tion 
and 
rang 
that 
cons 
tion. 
test 
there 
tion 
sensi 
sensi 


ABSTRACTS 19 


logie der Lungentuberkulose, A. Pedrozzini, 
Schweiz. Ztschr. f. Tuberk., 1947, 4: 274.— 
(B. Gerstl) 


Calcification and Skin Sensitivity—An at- 
tempt has been made to solve the etiology of 
pulmonary calcifications, using the subjects 
and data of the Fels Research Institute in 
southwestern Ohio. Two hundred “normal” 
children have been studied from birth by 
means of serial X-ray films (each six months 
for two years, yearly thereafter), and 170 
have had skin tests with tuberculin, histo- 
plasmin and other antigens. It is known 
that 25 to 83 per cent of young persons, living 
chiefly on the eastern slope of the Mississippi 
River basin, show calcification in X-ray films; 
less than half react to tuberculin, but the non- 
reactors are often sensitive to histoplasmin. 
In the present survey, the 170 children were 
all one year of age or older (45 were less than 
5 years of age, 53 were from 5 to 9, 50 were 
from 10 to 14, and 22 were from 15 to 19 
years). The skin-test routine consisted of 
the usual two strengths of PPD, a single dose 
of 1:1,000 histoplasmin, and, if these were all 
negative, tests with 1:1,000 blastomycin and 
haplosporangin. One hundred and_ three 
children (60.6 per cent) showed intrathoracic 
calcification. Tuberculin tests were positive 
in 15.3 per cent of the entire group; histoplas- 
min tests were positive in 44.7 per cent. 
Eighteen children reacted to both tests, 15 
having calcifications; 8 reacted only to tuber- 
culin, 6 having calcifications; 58 reacted only 
to histoplasmin, 49 having calcifications; 
86 were negative to both, but 33 had calcifica- 
tions. Of the 33 children negative to the 
routine tests, only 2 reacted to blastomycin, 
and one of these also reacted to haplospo- 
rangin. Previous tuberculin tests indicate 
that the positives and negatives have remained 
constant in spite of the presence of calcifica- 
tion. The study has allowed X-ray and skin- 
test surveys of relatives of the children; 
there has been a tendency to family distribu- 
tion of calcification, but not of histoplasmin 
sensitivity. In summary, more children were 
sensitive to histoplasmin than tuberculin; 


the incidence of pulmonary calcification is 
more closely associated with histoplasmin 
sensitivity than tuberculin reaction; and there 
is a much closer association between the onset 
of calcification and histoplasmin sensitivity 
than with tuberculin sensitivity. Most of 
the children with calcifications showed soft 
tissue changes by roentgenogram before 48 
months of age, consisting of infiltrates and 
round areas of consolidation. New lesions 
continued to appear and calcify in children 
with positive histoplasmin tests—Lung Cal- 
ctfications and Histoplasmin-Tuberculin Skin 
Sensitivity, L. W. Sontag & J. E. Allen, 
J. Pediat., June, 1947, 30: 657.—(W. H. 
Oatway, Jr.) 


Inhibition of Mycobacterium.—The author 
added varying concentrations of monoalkyl 
and dialkyl succinic acids and monoesters and 
monoamido-derivatives of alkyl succinic acids 
to a nutrient peptone digest broth which in 
some cases was enriched with 5 per cent pooled 
human serum. The medium was inoculated 
with either M. smegmatis, M. tuberculosis 
bovis 46 or M. tuberculosis hominis H37RV. 
Final readings of the growth of M. smegmatis 
were taken on the sixth day and of M. tuber- 
culosis bovis or hominis on the forty-second 
day of incubation and compared with the 
controls. The chemicals were also tested for 
hemolytic action on standard suspensions of 
washed human erythrocytes at 37° C. for 
one hour. It is concluded that some of the 
new series of compounds markedly inhibit 
the growth of M. tuberculosis. The antibac- 
terial and hemolytic action was most marked 
when the combined constituents of the com- 
pounds contain 13 or 14 carbon atoms. The 
antibacterial action is bactericidal. The addi- 
tion of serum albumin to the compounds re- 
duces the antibacterial and hemolytic action. 
—The Action of Monoalkyl and Dialkyl 
Succinic Acids and the Monoesters and Mono- 
amido-Derivatives of Alkyl Succinic Acids on 
the Growth of Mycobacterium Tuberculosis, 
P. A. McNally, Brit. J. Exper. Path., June, 
1947, 28: 211—(H. J. Henderson) 
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Friedmann’s Vaccine in Genital Tuber- 

culosis.—A 16-year-old girl was operated upon 
for tuberculous oophoro-salpingitis and after- 
wards received one dose of Friedmann’s vac- 
cine subcutaneously. This seemed to result 
in immediate and visible improvement of her 
general and local conditions. However, two 
months later she lost weight rapidly and ex- 
perienced severe pain in her left lung. A 
soft infiltration was found in the left in- 
fraclavicular and basal regions and collapse 
therapy was started. The author points out 
that all surgical localizations of tuberculosis 
are secondary to a pulmonary lesion, some- 
times undetectable in its beginnings. The 
follow-up of gynecological cases of tubercu- 
losis treated with Friedmann’s vaccine has 
not shown sufficient success to warrant the 
enthusiasm of certain gynecologists for his 
treatment. [It would seem that the inef- 
ficacy of treatment with Friedmann’s vaccine 
was well established a good many years ago. 
—Editor]|—A proposito de un caso de tuber- 
culosis genital tratada con vacuna a germenes 
vivos, R. Burgos, Hoja tisiol., December, 
1946, 6: 477.—(W. Swienty) 


BCG Vaccination.—This is an evaluation 
of present data on the efficacy of BCG in the 
prevention of tuberculosis. The safety of 
BCG in man is accepted on the basis of the 
experience with over 5,000,000 inoculations. 
However, there are numerous favorable re- 
ports on the efficacy of BCG vaccine taken 
severely to task, because many of them have 
been inadequately controlled. This criticism 
certainly does not apply to the work of Aron- 
son on the protection of American Indians 
by BCG. Practically all the criteria set down 


by Levine for a searching investigation into . 


the efficiency of the vaccine have been scrupu- 
lously fulfilled by Aronson and his associates, 
including the all important alternating of 
individuals for vaccination and control. Un- 
fortunately, Levine is under the misappre- 
hension that this was not done in the Indian 
study. Levine has been influenced in his 
skepticism on efficiency of BCG by the absence 
of decisive data in his own experience in 


New York. Whether this is due to the very 
low incidence of tuberculosis among these 
children and hence, under the circumstances, 
to a very limited experience, remains to be 
determined. Despite these criticisms, which 
in some instances are well taken, Levine 
concedes that the BCG affords a certain de- 
gree of protection. He therefore urges con- 
tinued research in BCG vaccination, es- 
pecially in relation to the duration of the 
immunity afforded, the significance of tuber- 
culin sensitivity following vaccination, the 
efficacy of the vaccine in different racial groups 
and the relative potency of the BCG when 
prepared under different conditions ——An 
Evaluation of the Use of BCG in the Pre- 
vention of Tuberculosis in Infants and Chil- 
dren, M. I. Levine, Am. J. Pub. Health, 
September, 1947, 37: 1096.—(M. B. Lurie) 


BCG Vaccination.—In a rather long address 
at Brussels on December 5, 1946, before the 
Belgian Society for the Scientific Study of 
Tuberculosis and Pneumology, Guérin, co- 
worker of Calmette in the development of 
BCG, summarizes his views of the value of 
his vaccine. If postnatal exposure takes place 
within the first three months of life, the 
mortality is nearly 100 per cent; if within the 
first year and one-half, 30 per cent. As 
children become older their resistance to tuber- 
culosis increases for two reasons: their bodies 
have developed greater natural resistance 
and they have acquired « degree of specific 
resistance through occasional contact with 
tubercle bacilli not too numerous or too viru- 
lent. Many persons do not come in contact 
with tubercle bacilli and secure spontaneous 
resistance until adolescence. This is par- 
ticularly true of children who grow up in the 
country and later come to the city to work. 


’ Recruits for the Army from the country are 


in the same category. Many of these persons 
are as readily infected as infants, and have as 
a result of this infection a rapidly progressive 
form of tuberculosis. The one means that, 
according to the present state of our knowl- 
edge, has proven of value is the introduction 
into the body of living tubercle bacilli, which 
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however should have no power of doing harm 
to the individual who receives them. The 
Pasteur Institute at Lille had in 1908 a strain 
of tubercle bacilli of marked virulence. Cal- 
mette and Guérin cultured it on strongly alka- 
line glycerinated-bile potato medium and 
made transplants every fifteen days. It be- 
came less and less virulent and after thirteen 
years, that is after 230 transplantations, it 
had lost all capacity of provoking the forma- 
tion of reinoculable tubercles. After tests on 
some hundreds of thousands of young calves 
and other animals, it was found that it had 
retained its power of vaccinating against later 
infections with virulent tubercle bacilli. Vac- 
cination with BCG was first applied to human 
beings in 1921. Since that time, according 
to Guérin, over a million individuals have 
been vaccinated in France and many thou- 
sands elsewhere. Twenty-five years have 
passed and it is now possible to assert that 
it is not at all dangerous and that it is effective. 
The technique of vaccination by scarification, 
which is similar to that of smallpox vaccina- 
tion, has come into wide use and is given in 
some detail. BCG is an attenuated strain of 
tubercle bacilli which has become stabilized 
and which will not produce progressive dis- 
ease. It may therefore, if properly adminis- 
tered, be considered harmless. This paper 
by one of the originators of BCG vaccination 
is interesting and well worth reading.— La 
vaccination par le B.C.G., C. Guérin, Rev. 
belge de la tuberc., 1947, 38: 1—(A. T. Laird) 


Electrokymography.--Roentgen kymogra- 
phy was invented by Sabat in 1911. This 
procedure is the roentgen demonstration of 
the movements of the diaphragm, heart and 
aorta. The apparatus was simple, consisting 
of a single slit diaphragm. In 1928, Stumpf 
introduced the grid with multiple parallel 
slits replacing the diaphragm. Hirsh, in 1934, 
devised a system permitting synchronization 
of the kymographic tracing with the electro- 
cardiographic tracing. In 1942, Morgan in- 
vented the phototimer, a remarkable instru- 
ment capable of automatically controlling 
the time of exposure in reontgenography under 


various conditions. Chamberlain, Henny and 
Boone combined the photoelectric pick-up 
of heart movements with an electrocardio- 
graphic type of registration to make a new 
instrument, the roentgen electrokymograph. 
This instrument has obvious technical ad- 
vantages over ordinary roentgen kymography. 
It will soon prove its usefulness in the examina- 
tion of many _ hitherto undiagnosable 
conditions of the cardiovascular system.— 
Roentgen Kymography and Roentgen Elec- 
trokymography, T. Leucutia, Editorial, Am. 
J. Roentgenol., May, 1947, 57: 629—(J. E. 
Farber) 


Breath-holding Time.—In 341 determina- 
tions with the subjects at rest at ground level 
(altitude 500 feet) breathing air, the breath- 
holding time was 34 to 125 seconds, with an 
average of seventy seconds. Hyperventila- 
tion and oxygen inhalation increase the 
breath-holding time. It decreased with in- 
creasing altitude and following exercise. The 
average breath-holding time during escape 
from a spinning centrifuge, imitating the 
conditions of spinning aircraft, was seventeen 
seconds.—The Effect of Oxygen, Altitude and 
Exercise on Breath- Holding Time, S. Rodbard, 
Am. J. Physiol., July, 1947, 150: 142.—(G. 
C. Leiner) 


Respiratory Volumes of Laboratory Ani- 
mals.—Several methods of determining the 
respiratory volume, including the oscilloscopic 
respirograph, have been presented. Data on 
quiet respiration in 428 animals of 8 species 
have been presented. The data presented in- 
dicate that the respiratory volume varies 
directly neither with the weight of the body 
nor with the body surface but approximately 
with the ? power of the weight. A formula 
has been derived for the determination of 
respiratory volume of an animal provided 
the weight isknown. (Author’s Summary.)— 
Measurement of the Respiratory Volumes of 
Laboratory Animals, A. C. Guyton, Am. J. 
Physiol., July, 1947, 150: 70.—(G. C. Leiner) 


Respiratory Patterns in Laboratory Ani- 
mals.—Respiratory patterns of mice, cotton 
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rats, hamsters, white rats, guinea pigs, rab- 
bits, monkeys, dogs and men have been illus- 
trated and analyzed. In general, the respira- 
tory pattern varies little between one species 
of animals and another except for rate and 
tidal air. Within any one species of the 
smaller animals, the respiratory pattern is 
relatively constant. Formulae based on 
weight have been derived for tidal air, rate 
of breathing, inspiratory and expiratory rate 
of flow, inspiratory and expiratory speed of 
flow, pressure drop in the trachea, and reten- 
tion of particles within the nasal passages. 
In general, the calculated values from these 
formulae agreed within 20 per cent of those 
which could be measured. Considering the 
great number of variables in respiratory dy- 
namics, this agreement is considered to be 
reasonable. As an example of information 
which can be gained from respiratory patterns, 
two experiments on the anesthetization of 
rabbits with nembutal are presented. (Au- 
thor’s Summary.)—Analysis of Respiratory 
Patterns in Laboratory Animals, A. C. Guyton, 
Am. J. Physiol., July, 1947, 150: 78 —(G. C. 
Leiner) 


Absorption from Pulmonary Alveoli.—Any 
material absorbed from a normal lung al- 
veolus must pass through its epithelial lining 
and penetrate the walls of the alveolar blood 
and lymph capillaries. From the small sur- 
face area available and the anatomical barriers 
imposed, bronchiolar absorption is of little 
importance compared with the absorption 
from the alveoli. Experiments were done on 
dogs, anesthetized with nembutal, in which 
lung lymph, thoracic duct lymph, and blood 
specimens were separately collected after 


intratracheal introduction of the test mate-. 


rials. Nearly all the lymph from a dog’s 
lung enters the blood through the right 
lymphatic duct. Despite the fact that con- 
nections between this duct and the thoracic 
duct are frequent, in a certain number of 
animals the right lymphatic duct can be in- 
dividually cannulated and will deliver no 
lymph save from the heart and lungs. The 
presence of the test material in the blood 


(and thoracic duct lymph) would be an indica- 
tion of alveolar blood capillary absorption. 
The instillation of a 1 per cent solution of 
T-1824 (a blue dye) in physiological salt solu- 
tion introduced into the trachea of a dog 
showed a fairly rapid appearance of the dye in 
the lung lymph and the blood. As there was 
no possibility of lymphatic delivery of dye into 
the blood, molecules of the dye must have di- 
rectly entered the blood. In contrast to the 
ready absorption of T-1824 in water, certain 
experiments were done in which the dye was 
combined with proteins such as dog plasma 
and crystallized egg albumen. The absorp- 
tion of these proteins was slight. Also purified 
bovine serum albumen was tested and exam- 
ined by a precipitation method. Its ab- 
sorption was also slight. When hemoglobin 
was introduced into the trachea its absorption 
could not be detected. Experiments in which 
pyrex glass spheres averaging 4 micra in di- 
ameter were instilled failed to disclose entrance 
of these distinctive foreign particles in the 
lymph stream during the test flow of lung 
lymph. Intact alveolar epithelium apparently 
permits only very slight absorption of proteins 
commonly entering the pulmonary alveoli as a 
result of trauma or disease. (With 1 plate.)— 
Absorption from the Pulmonary Alveoli, C. K. 
Drinker & E. Hardenbergh, J. Exper. Med., 
July, 1947, 86: 7.—(J. S. Woolley) 


Pulmonary Function for Silicosis.—The 
author calls attention to the discrepancy of 
roentgenographic appearance of pulmonary 
silicosis and the results of pulmonary function 
tests. Frequently, patients showing slight fi- 
brosis and nodulation reveal severe damage on 
function tests, while others with advanced 
changes on X-ray examination show a fune- 
tion better than expected. The former may 
be due to bronchial spasms, superimposed in- 
fection, cardiovascular diseases or aggravation. 
The latter may be explained on the basis of 
adjustment to the gradually developing reduc- 
tion of respiratory epithelium. Simple funce- 
tion tests, such as spirometry, expansion of 
thorax and voluntary inspiratory and expira- 
tory apnea are considered sufficient.—Die 
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Leistungspriifung bei der Beurteilung von Sili- 
kotikern, F. Lang, Schweiz. Ztschr. f. Tuberk., 
1947, 4: 257.—(B. Gerstl) 


Calculation of Dead Space.—The dead space 
was calculated according to Rossier’s formula 


DS = Minute volume in cc. — alveolar venti- 
lation in ec./Frequency of respiration 
per minute 


with and without adding an artificial dead 
space of 100 cc. It averaged 173.7 cc. The 
maximum deviation from the added 100 ce. 
dead space were —33 and +41 cc. The fact 
that a hyperventilation of +21 per cent, in 
presence of the artificially superimposed dead 
space, did not increase alveolar ventilation nor 
produce alkalosis of the arterial blood, suggests 
that the increase of minute volume is due to 
hyperventilation of the dead space. This 
hyperventilation can be prevented by bandag- 
ing the thorax tightly. It resulted in increased 
carbon dioxide tension of the arterial plasma, 
slight acidosis and a 16 per cent decrease of 
alveolar ventilation. The condition simulated 
that observed in cases of emphysema with 
rigid thorax, pulmonary tuberculosis, etc. The 
magnitude of the physiological dead space was 
conversely proportional to frequency of respi- 
ration, and directly proportional to respiratory 
volume. The dead space can be calculated 
according to Rossier’s formula from frequency 
of respirations and minute volume, only if the 
alveolar ventilation is assumed to be constant. 
The correctness of this assumption is tested by 
determining carbon dioxide and oxygen in the 
arterial blood. The combination of such pro- 
cedures with spirometry is therefore essential 
for estimating the physiological dead space.— 
Totraum und Totraum-hyperventilation, LE. 
Blickenstorfer, Schweiz. Ztschr. f. Tuberk., 
1947, 4: 59. —(B. Gerstl) 


Pulmonary Insufficiency and Oxygen Deficit. 
—A double spirometer was devised permitting 
instant switching from pure oxygen to air con- 
taining various but constant concentrations of 
oxygen. Registration on the kymograph was 


synchronized with each spirometer and could 


be continued for fifteen minutes. The minute 
volume was calculated from the diagrams ob- 
tained. Arterial blood samples were analyzed 
for oxygen and carbon dioxide. The additional 
uptake of oxygen upon breathing pure oxygen 
was small and dyspneic patients varied in their 
mean respiration. These factors rendered in- 
terpretation of the kymographic charts diffi- 
cult. Some of the patients with respiratory 
insufficiency did take up additional oxygen 
under oxygen respiration but there was no cor- 
relation between the oxygen deficit of arterial 
blood and the amount of additional oxygen 
absorbed, or the minute volume. The quan- 
tity of oxygen taken up by normal individuals 
remained constant whether air or oxygen was 
breathed. Thus, spirometry cannot replace 
the determination of oxygen of the arterial 
blood. The large differences of oxygen uptake 
by cases with pulmonary insufficiency remain 
unexplained.—Uber das sogenannte Sauerstoff- 
Defizit nach Uhlenbruck- Knipping, G. Nager, 
Schweiz. Ztschr. f. Tuberk., 1947, 4: 1—(B. 
Gerstl) 


New Resuscitator.—The terms used in 
America and England to describe treatment 
for asphyxia are defined. The two general 
types of resuscitation are discussed, the manual 
methods, requiring no equipment, and includ- 
ing mouth-to-mouth insufflation and the vari- 
ous posture and manipulation procedures, and 
the mechanical equipment methods, including 
transpharyngeal insufflators, endotracheal in- 
sufflators, inhalators, extrapulmonary differ- 
ential pressure devices, positive-negative pres- 
sure devices, the intermittent positive-pressure 
devices and the rocking table. Simplicity and 
the use of oxygen are points favorable to a 
method; reliance on the elastic recoil of the 
chest, and the use of negative pressure intra- 
tracheally are disadvantages. The Burns PBR 
(Pneumatic Balance Resuscitator), or the 
“baby lung,” is a new type of intermittent 
positive-pressure apparatus. The PBR valve 
was designed at the Aero Medical Laboratory, 
Wright Field. The equipment consists of a 
mask and an automatic valve through which 
the oxygen supply flows from a regulator and 
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source of supply. Any type of closely-fitting 
mask may be used. The valve contains chan- 
nels and diaphragms, which allow the valve to 
“cycle” between the pressure in the mask and 
the pressure of the oxygen regulator. A rising 
line-pressure will close the valve; a rising 
mask-pressure will open the exit ports to the 
outside. Use of the PBR on subjects in deep 
coma and freshly dead is reported, as well as 
the effects of PBR on pulmonary ventilation, 
blood gas and pH content in a series of pa- 
tients. The valve works well over long periods 
of time and in spite of secretions. PBR failed 
in its original purpose in aircraft, but it has 
several interesting clinical uses. It has been 
used to shorten the period of unconsciousness 
after general anesthesia; in narcotic intoxica- 
tion with a low respiratory rate; and as an ad- 
junct to a Drinker respirator in case of power 
failure or during transfer. It may also be of 
value in cases of cardiac failure, since use of the 
valve results in a decreased venous return to 
the heart—a result similar to that of vene- 
section and peripheral tourniquets. PBR may 
be of considerable use to the clinician.—Arti- 
ficial Respiration and the Pneumatic Balance 
Resuscitator, H. J. Jacobs, Bull. U. S. Army 
M. Dept., August, 1947, 7: 707. —(W. H. Oat- 
way, Jr.) 


Interlobar Fissures.—Variations of inter- 
lobar fissures of the lungs were studied in 1,200 
consecutive autopsies. A complete fissure was 
found in 82 per cent in the left lungs, a major 
fissure in 70 per cent in the right lungs and a 
middle lobe fissure in 38 per cent in the right 
lung.— Variations in Interlobar Fissures, E. 
M. Medlar, Am. J. Roentgenol., June, 1947, 
57: 723.—(J. E. Farber) 


Agenesis of Lung.—The term “agenesis” 
should be restricted to those cases with no de- 
velopment of the lung, and “aplasia” should be 
used for those with incomplete development 
(as suggested by Schneider). Since the advent 
of bronchoscopy, the diagnosis is made more 
often in living patients. A total of 54 cases 
have previously been reported, to which one 
case is added. A Negro infant, aged 2 months, 


was admitted to the hospital in respiratory dis- 
tress and in poor general condition. There was 
consolidation, lack of aeration and narrowed 
interspaces on the left. Death occurred in 
twenty-four hours. Necropsy showed agenesis 
of the left lung; agenesis of the apical lobe and 
eparterial bronchus on the right; absence of 
the left pulmonary artery; edema and conges- 
tion of the right middle lobe; atelectasis of the 
right lower lobe; a patent ductus arteriosus and 
foramen ovale; cor pulmonale, and displace- 
ment of the heart to the left; and an inguinal 
hernia on the left. The embryology and diag- 
nosis are discussed, and 11 recent cases are 
tabulated.— Agenesis of the Lung: With a Re- 
view of the Literature, R. A. Burger, Am. J. 
Dis. Child., April, 1947, 73: 481—(W. H. 
Oatway, Jr.) 


Spontaneous Pneumothorax in Sarcoidosis. 
—A case of sarcoidosis verified by biopsy in 
which a spontaneous pneumothorax occurred is 
reported. The course of the disease remained 
benign and the pneumothorax was resorbed 
without further therapy.—Spontanpneumo- 
thorax bei der Besnier- Boeck-Schaumonn’'schen 
Krankheit, M. Dressler, Schweiz. Ztschr. f. 
Tuberk., 1947, 4: 229.—(B. Gerstl) 


Carcinoma of Lung.—Symptoms and signs 
of carcinoma of the lung depend upon the rela- 
tionship of the growth to the thoracic organs, 
particularly the pressure effects upon the lung 
and bronchi. Complete obstruction of the 
large bronchi, usually by squamous cell carci- 
noma, results in atelectasis. Incomplete ob- 
struction results in suppuration with or without 
lung abscess. There may also be breakdown 
within the tumor itself, in which case the ab- 


. scess is not segmental, is radiologically ec- 


centric to the main shadow and may have an 
irregular outline. Invasion of the pleura re- 
sults in pain or discomfort and effusion. The 
fluid may be clear, bloody or purulent and may 
or may not contain tumor cells. Interference 
with the mediastinal tissue is due to glandular 
involvement; this is seen in the oat cell or un- 
differentiated types. The great veins may be 
obstructed and there may be paralysis of the 
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phrenic or recurrent laryngeal nerves. The 
heart is invaded sometimes. Glandular metas- 
tases are common in the oat cell type where 
the lymph nodes are heavily involved; surgery 
is impracticable in these cases. Regional 
metastases are less common in squamous cell 
and adenocarcinoma. In these, secondary de- 
posits may develop with predilection for bone 
(ribs and vertebrae), liver, skin, brain and 
adrenals. The early symptoms of significance 
are: (1) appearance or change in the character 
of the cough in middle-aged or older persons, 
(2) hemoptysis and (3) dyspnea and transitory 
wheezing. Pleuritic pain and osteoarthro- 
pathy are also significant. The most impor- 
tant diagnostic procedures are X-ray, bron- 
choscopy and identification of cancer cells in 
the sputum. Oat cell carcinomata with re- 
gional metastases are inoperable. Squamous 
cell carcinomata giving early atelectasis are 
often removable. Pleural effusion, glandular 
involvement, infiltration of the phrenic and 
vagus nerves and extension to the diaphragm 
or chest wall, while not absolute contraindica- 
tions, make success doubtful. The proportion 
of suitable cases is very low. In the authors’ 
series the chest was opened in 246 cases; re- 
section was possible in 130 (122 pneumonec- 
tomies and 8 lobectomies). There were oper- 
ative deaths in 15 per cent. Postoperatively 
the most important consideration was the be- 
havior of the vacant space. If no infection 
occurred, there was slow obliteration in a few 
months with increasing deposit of fibrin. Some 
patients later required a thoracoplasty.— Car- 
cinoma of the Lung, T. H. Sellors, G. Cruick- 
shank & B. R. Billimoria, Lancet, July 26, 
1947, 2: 119.—(A. G. Cohen) 


Resection for Neoplasm of Lung.—-A de- 
tailed analysis has been made of the fate of 360 
patients with primary pulmonary malignancy 
seen in the eleven years between January, 1936 
and December, 1946. Twenty-eight per cent 
occurred in private practice, 16 per cent of 
which came to pulmonary resection; 72 per 
cent were seen in a charity hospital, 43 per cent 
of which had resection—a total of 129 resec- 
tions. Compared with the stable occurrence 


of carcinoma of the stomach, there seems to be 
a slight yearly increase in the incidence of pri- 
mary carcinoma of the lung. No reason (such 
as occupation or smoking) was found for this 
increase. The condition is twice as common 
in whites as in Negroes, and more than four- 
fifths of all patients were males. By far the 
greatest number were between 40 and 70 years 
of age, with the greatest incidence in the fifth 
decade. The insidious onset and the vague 
clinical picture account for the frequent delay 
in diagnosis. The common sites of involve- 
ment have been listed, but the pathology is to 
be reported later. The mortality without 
surgery is considered to be 100 per cent. Of 
the 360 cases, 109 were considered to be inoper- 
able and 41 refused surgery—a total of 150 (42 
per cent); 251 (70 per cent) were considered 
operable, and 210 were explored; 81 cases (22 
per cent) were nonresectable, and 129 cases 
(36 per cent) were resected. Fourteen of those 
explored but not resected died in the hospital; 
32 of those resected (24.8 per cent) died in the 
hospital. Forty-five patients were alive from 
six months to five years after resection—a 
range of 54 to 22 per cent of those resected. A 
person who lives three years after resection 
usually is alive at five years. Extensive charts 
are shown to illustrate the various rates and 
their modifying factors. It is suggested that 
routine roentgenological examination of the 
chest is the most valuable diagnostic method. 
It should be supplemented where indicated by 
bronchography, bronchoscopy, biopsy and 
study of bronchial secretions.— Primary Pul- 
monary Malignancy Treated by Resection, A. 
Ochsner, M. de Bakey & L. Dixon, Ann. Surg., 
May, 1947, 125: 522—(W. H. Oatway, Jr.) 


Surgery for Carcinoma of Lung.—The first 
pneumonectomy was done thirteen years ago 
at Johns Hopkins Hospital. Diagnosis of pri- 
mary pulmonary carcinoma was rare at that 
time. Medical and radiation therapy was and 
is ineffective. A series of 327 consecutive 
cases seen during the thirteen years is pre- 
sented, and the data are analyzed. The ma- 
jority of patients is in the fourth to sixth 
decades. A high proportion (6 to 1) were 
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males, a possible result of the exposure of that 
sex to chronic irritations of the lungs and its 
resultant stimulation of abnormal cell growth. 
There are no pathognomonic signs or symp- 
toms, but an unusual and persistent cough or 
an unexplained hemoptysis is suggestive. The 
X-ray film showed lesions in 100 per cent of 
the cases. Exploratory thoracotomy is the 
final diagnostic method, and should be used 
more freely. The majority of the cases in this 
series were near the hilum; they either arose 
from the mucosa and grew into the bronchus 
(centripetally), or arose from a small bronchus 
and grew extrabronchially along or around the 
bronchus. The symptoms depend consider- 
ably on the method of growth. Sixty-five per 
cent were flat, or squamous cell carcinomata; 
35 per cent were adenocarcinomata. In gen- 
eral, the patients with squamous cell type lived 
longer after excision. A total of 215 cases (66 
per cent) was inoperable, by reason of pleural or 
distant metastases. Pneumonectomy was the 
only type of operation used, and it was done in 
112cases. Seventy per cent had metastases in 
the bronchial or tracheobronchial nodes. The 
preoperative preparation, using penicillin and 
pneumothorax, is described, as is the operative 
procedure. The immediate postoperative mor- 
tality, including all deaths during the first 
month, has been 22 per cent (27 per cent from 
1933 through 1939, 17 per cent from 1940 
through half of 1946). Forty-four cases (39 
per cent of those resected) survived the oper- 
ative period but are now dead. Forty-three 
cases (39 per cent of those resected, 13 per cent 
of the entire series) have lived from one month 
to thirteen years. The average duration of 
life of the 215 cases which were nonoperable 
was five months. Most patients have been 
rehabilitated to their usual work and recrea- 
tion. It has rarely been necessary to do a 
thoracoplasty— The Present Status of the Sur- 
gical Treatment of Carcinoma of the Lung, W. 
F. Rienhoff, Ann. Surg., May, 1947, 125: 541. 
—(W. H. Oatway, Jr.) 


Cancer of Lung.—Cancer of the lung seems 
to be on the increase everywhere, and it is thir- 
teen years since the first patient was success- 


fully operated. This report deals with 289 
cases, histologically verified, 51 per cent of 
which were operated. By sex, 220 were men 
and 60 women. The age varied from 18 to 77 
years. Cough was the symptom which made 
the patient seek medical advice in 87 per cent. 
Fever was present in 54 per cent of those with 
secondary infection, pain in the chest in 49 per 
cent, hemoptysis in 43 per cent, dyspnea and 
wheezing in 30 per cent. No symptom or com- 
plex may be called truly typical. In 65 per 
cent the condition was masked by other possi- 
bilities, it having been diagnosed as tubereu- 
losis (21.2 per cent), pneumonia (11.1 per 
cent), bronchitis (10.4 per cent), abscess of the 
lung (5 per cent), bronchial asthma (4.6 per 
cent), heart disease and pleurisy (3.6 per cent 
each), and soon. On an average, symptoms 
had been present for 3.7 months before seeing 
a physician, for six months before an X-ray 
was taken, and for 11.3 months before the 
diagnosis was made. X-ray changes are too 
variable to be conclusive. Bronchoscopy was 
performed in 251 cases and in 171 the accom- 
panying biopsy settled the diagnosis. In the 
first five years of this study biopsies proved 
positive in 75 per cent, while in the second five 
years the figures have come down to 53 per 
cent. In other words, the earlier the biopsy, 
the more difficult it is to secure diseased tissue 
for examination. In 204 patients (75 per cent) 
the disease originated in one of the main bron- 
chial tubes and in the rest in the smaller tubes. 
These latter cases are the ones in which bron- 
choscopy naturally fails. Conforming to the 
pattern in tuberculosis, the upper right lobe is 
the one most frequently affected (26 per cent), 
the upper left lobe coming next (18.3 per cent). 
Next to bronchoscopy, an exploratory thora- 
cotomy (74 cases) or a biopsy of metastases (22 
cases) proved to be the most reliable verifica- 
tion. Out of 275 cases diagnosed during life, 
129 were found inoperable and 4 declined the 
operation. Radiotherapy is mentioned only 


to deplore the time it makes the patient lose 


in securing proper surgical treatment. In 7 
cases the lesion was detected before symptoms 
developed, and in all but one this permitted 
removing the lung before metastases occurred 
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in regional nodes. The operations included 73 
exploratory thoracotomies, 27 palliative pneu- 
monectomies, 40 curative pneumonectomies 
and 7 lobectomies. The operative mortality 
in the 74 excisions was 19.7 per cent for the 
whole period, but it decreased from 33.3 per 
cent in 1933-1936 to 9.8 per cent in 1940-1945. 
The lobectomies were made during the earlier 
period and proved too conservative. Living 
patients without metastases total 25 (7.5 per 
cent of 280 patients, and 52.5 per cent of 47 
excisions). Five-year cures represent 1.5 per 
cent of the total series and 10.5 per cent of the 
47 radically operated. (This study was made 
at the New England Deaconess Hospital in 
Boston.)—Carcinome broncogénico: Estudio 
clinico y resultado del tratamiento quirtrgico en 
280 casos, L. Langer, Prensa med. argent., May 
28, 1947, 34: 982.—(A. A. Moll) 


Induction of Bronchogenic Carcinoma in 
Mice.—Bronchogenic carcinomata were in- 
duced in mice from subcutaneous grafts of 
adult lung tissue impregnated with 2: methyl- 
cholanthrene. In mice of strain C3H, the 
tumor incidence was increased if the lung 
grafts were impregnated with stilbesterol in 
addition to the carcinogen. Histologically, 
the tumors were bronchogenic.—/nduction of 
Bronchogenic Carcinomas in Mice, E.S. Horn- 
ing, Lancet, August 9, 1947, 2: 207.—(A. G. 
Cohen) 


Bronchogenic Carcinoma.—Thirty-six au- 
topsied cases of bronchogenic carcinoma, ob- 
served between 1937 and 1945, were studied. 
These comprised approximately 8.6 per cent of 
all autopsies performed during this period at 
the Brooklyn Cancer Institute. Thirty-two, 
88 per cent, were males. The mean age was 
55.1 years; this is significantly lower than the 
Mean age of many common malignancies. 
Nonproductive cough is the earliest and most 
common symptom. Bronchoscopic diagnosis 
is possible in the early stage when physical 
examination and X-ray examination are often 
hegative. The development of asthmatic 
breathing in middle-aged individuals should 
arouse suspicion of a pulmonary carcinoma. 


Secondary infection behind the tumor is fre- 
quent. When a portion of the obstructing tu- 
mor breaks down, the infection may subside 
temporarily. Atelectasis is frequent and is al- 
most always associated with infection. Fever 
is often present and may lead to an erroneous 
diagnosis of pneumonia. Metastatic deposits 
are not infrequently the first clinical manifes- 
tation of bronchogenic malignancy; this is par- 
ticularly important in cerebral metastases 
which may be mistaken for primary brain 
tumors. Cerebral metastases were found in 7 
cases. Metastases occurred most frequently 
to the thoracic lymph nodes, the other lung, 
the liver, bones, adrenals and kidneys. The 
bones most commonly involved were the verte- 
brae, pelvis and femora. The mean and 
median life expectancies were eight months 
from onset of symptoms. All were dead within 
twenty-eight months. Interval X-ray study 
of a suspicious lesion is not justified. Roentgen 
therapy is indicated for palliation. Response 
to X-ray therapy cannot be predicted on the 
basis of cellular type. The carcinocidal dose 
is probably above 5,000 roentgens. There was 
no relation between administered tumor dose 
and longevity.—Bronchogenic Carcinoma: A 
Clinical Pathological Study of 36 Autopsied 
Cases Seen at the Brooklyn Cancer Institute be- 
tween 1937 and 1945 inclusive, W. H. Henkin, 
Ann. Int. Med., August, 1947, 27: 248—(H. 
R. Nayer) 


Intrabronchial Cancer Metastasis.—In a ser- 
ies of 1,200 cases of primary and secondary 
pulmonary cancer, 8 cases of intrabronchial 
metastases were found. Histologically, they 
were adenocarcinomata and assumed to be 
metastatic in origin. There was no true bron- 
chogenic spread.— Untersuchungen tiber Krebs- 
metastasen, H. Walther, Schweiz. Ztschr. f. Tu- 
berk., 1947, 4: 319.—(B. Gerstl) 


Surgical Resection for Metastatic Neoplasm. 
—The appearance of a solitary metastatic le- 
sion in a lung months or years after the 
removal of a primary extrapulmonary sarcoma 
or carcinoma is not rare. Previously, there 
were 5 reported cases in which pulmonary re- 
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section had been done for this type of lesion; 
to these, the authors now add 19 of their own. 
Of the 24 cases, there was one operative death 
and recurrences in 11. Of the other 12, 8 are 
well twelve years to one year postoperatively; 
4 were operated upon only recently. Six of 8 
sarcomata and 6 of 15 carcinomata are appar- 
ently well. The operation was either lobec- 
tomy or pneumonectomy.— Pulmonary Resec- 
tion for Solitary Metastatic Sarcomas and Car- 
cinomas, J. Alexander & C. Haight, Surg., 
Gynec. & Obst., August, 1947, 85: 129.—(A. G. 
Cohen) 


Chest Injuries.—Injuries of the chest are 
responsible for about 25 per cent of battlefield 
deaths. In these cases roentgenoscopy is of 
value in the study of foreign bodies, fluid levels 
and lung reéxpansion, in observing diaphrag- 
matic mobility and thoracic cage motion, in 
detecting pleural fluid and adhesions, in study- 
ing heart configuration and motion. Trau- 
matic conditions described include: pulmonary 
contusion and hematoma, simple, loculated 
and clotted hemothoraces, atelectasis, blast in- 
jury, bronchopleural fistula, missile tracks, 
transdiaphragmatic and bony thorax injuries 
and subcutaneous emphysema.—Roentgeno- 
logical Aspects of Battle Injuries of the Chest, 
Major M. Rakofsky & Capt. V. P. Satinsky, 
Am. J. Roentgenol., May, 1947, 57: 588.—(J. 
E. Farber) 


Tropical Eosinophilia.— This syndrome was 
first described by Frimodt-Méller and Barton 
(1940) in southern India. Weingarten (1943) 
discovered that a short course of neoarsphen- 
amine produced dramatic improvement. 
While tropical eosinophilia is not a rare disease 
in India and Ceylon, its existence in Africa has 
not as yet been generally recognized. The 
present study was carried out in Dar-es- 
Salaam, Tanganyika. Differential white 
counts were performed on a consecutive series 
of 34 male patients with symptoms of recur- 
rent bronchitis or asthma. LEosinophilia of 
less than 20 per cent was found in 28 cases. In 
the 6 cases remaining, eosinophilia of 40 to 80 
per cent was present. An additional seventh 


case was referred because of an unexplained 
eosinophilia. Six were treated successfully 
with arsenic, while the condition regressed 
spontaneously in the seventh. Clinical find- 
ings were recurrent attacks of cough, wheezing, 
low fever, with asymptomatic intervals except 
for episodes of spasmodic coughing in the early 
morning. After a variable number of attacks, 
the interval of freedom became shorter, and 
cough and dyspnea caused increasing distress, 
Patients with long-standing illness complained 
of lassitude, anorexia and loss of weight. 
Three cases had no abnormal X-ray findings, 
while 3 had a mottled X-ray appearance. Red 
counts varied between 4,650,000 and 5,150,- 
000, with hemoglobin from 94 per cent to 110 
per cent, comparatively high for a country 
where anemia is prevalent. Leucocytosis var- 
ied from 11,250 to 34,000, with an eosinophilia 
of 52 to 78 per cent. The eosinophils often 
contained vacuoles. These disappeared in the 
course of treatment. Sputum for tubercle ba- 
cilli was negative. Four mites of Tyroglyphus 
and a few ova were found in specimens from 
case II, one mite of Tyroglyphus in case VI, 
and an unidentified mite in sputum from case 
IV. No mites were found in sputum from 
eases III and V. Léffler described a syndrome 
characterized by fever, cough and eosinophilia, 
with positive X-ray findings and rapid spon- 
taneous recovery. It is unlikely that this is 
similar to tropical eosinophilia, which has had 
a known duration of as long as three years. 
Some think that tropical eosinophilia is an 
atypical form of asthma. However, the pres- 
ence of fever, leucocytosis, splenomegaly and 
characteristic shadows in the X-ray of the 
chest would seem to differentiate it from 
Léffler’s syndrome. Because of its close re- 
semblance to infectious mononucleosis, the 
theory that it is a specific infection is favored, 
and, because of the presence of mites in the 
sputum, it is assumed that they are a direct or 
indirect cause of the disease. A similar condi- 
tion has been reproduced in monkeys by the 
introduction of ova into the trachea. Treat- 
ment with inorganic arsenic is dramatically 
successful. The most effective method appears 
to be a ten-day course of carbarsone, followed 
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after a few days by four weekly injections of 
neoarsphenamine (0.6 to 0.75 g.).—Tropical 
Eosinophiliain East Africa, H. T. H. Wilson, 
Brit. M. J., June 7, 1947, 4509: 801—(R. W. 
Clarke) 


Benign Recurrent Meningitis.—The ques- 
tion raised in 1943 by the writer when report- 
ing the first case of a peculiar mild recurrent 
lymphocytic meningitis is restated. Is it a 
new condition? The distinguishing and most 
interesting feature is its recurrent character 
and prompt subsidence. Mollaret reported 
(1944) 4 cases seen since 1928. Onset is 
sudden, usually in the afternoon, with fever, 
aching pains and meningeal signs, vasomotor 
disturbances and occasional vomiting and epi- 
leptic-like seizures. The attacks, which last 
twenty-four to forty-eight hours, continue for 
several years, at first every two or three 
months, and then once or twice every month. 
Finally, intervals between attacks lengthen 
until they cease completely. Spinal fluid is 
cloudy, opalescent and shows no pus, fibrin or 
tension, with preponderance of lymphocytes 
among cells present. Asthmatic episodes oc- 
curred between attacks. Discrete X-ray signs 
in the chest in 3 cases suggested a tuberculous 
allergy. Only the study of new cases can clar- 
ify the true nature and etiology of the condi- 
tion — La meningitis multirrecurrente benigna, 
enfermedad nueva?, J. Calvo Melendro, Bol. 
Inst. de pat. méd., Madrid, March, 1947, 2: 45. 
—(A. A. Moll) 


Portland Cement Dust.—The hypothesis 
that exposure to high concentrations of indus- 
trial dusts may lower resistance to acute pul- 
monary infections was investigated. In this 
paper, the effect of inhalation of cement dust 
on the resistance of rats to lobar penumonia 
was studied. Portland cement contains less 
than one per cent of free silica. The animals 
were exposed for varying periods of time, two 
days to thirty weeks, to air containing the dust 
with an average of 200 million particles per 
cubic foot; 80 per cent of the particles were 3 
micra or less in diameter. Intrabronchial 


inoculation with type one pneumococci was 


then carried out. Control animals were used 
throughout and over one thousand rats were 
employed in the experiment. Resistance to 
lobar pneumonia was not lowered by exposure 
to the dust. Microscopic examination of the 
lungs of the exposed animals did not reveal any 
acute or chronic changes which could be 
ascribed to the dust. Petrographic studies in- 
dicated the progressive solution of the cement 
particles in the lungs without any resulting 
fibrosis— Effect of Portland Cement on the 
Lungs with Special Reference to Susceptibility 
to Lobar Pneumonia, Anna M. Baetjer, J. In- 
dust. Hyg. & Toxicol., July, 1947, 29: 250.— 
(H.R. Nayer) 


Bronchiectasis.—Nebulization therapy was 
used for 86 patients with chronic bronchiec- 
tasis. Forty-six patients were treated in prep- 
aration for excisional surgery, 40 patients were 
not suitable for surgical intervention. In all 
86 patients penicillin aerosol was used, in 27 
patients streptomycin hydrochloride was 
added to the penicillin solution for nebuliza- 
tien. In the latter group a combination of 
200,000 units of penicillin with 0.5 to 1.0 g. of 
streptomycin dissolved in 20 to 30 ce. of iso- 
tonic sodium chloride solution was used for 
daily nebulization. In the majority of the 
surgical cases the volume of pulmonary secre- 
tions was reduced considerably in the preoper- 
ative period. The nonsurgical group was 
treated from two to eight weeks. The treat- 
ment was considered satisfactory if the daily 
volume of purulent secretions was reduced 75 
per cent or more. Penicillin aerosol alone was 
effective in slightly more than half of the non- 
surgical patients. Of 20 patients treated with 
combined penicillin and streptomycin aerosol 
18 obtained a satisfactory result. Urticaria 
developed in 3 patients and arthralgia in 2 
patients treated with penicillin aerosol. The 
reactions could be controlled by administra- 
tion of benadryl. A valuable adjunct to nebu- 
lization therapy may be the direct intra- 
tracheal administration of penicillin and strep- 
tomycin.— Nebulization Therapy in Bronchiec- 
tasis: The Use of Penicillin and Streptomycin 
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Aerosols, A. M. Olson, J. A. M. A., July 12, 
1947, 134: 947.—(H. Abeles) 


Management of “Captive” Lung.—Decorti- 
cation is used in military surgery to provide 
for expansion of a useful lung. This is accom- 
plished by removing the “coat” or “peel” of 
organizing fibrin. This principle can be ap- 
plied to civilian surgery. The requirements 
for pulmonary reéxpansion are: (/) some air 
must enter the lung, (2) the lung itself must be 
capable of reéxpansion and (3) the remaining 
content of the hemithorax must suffer a de- 
crease in volume corresponding to requirement 
one. The factors concerned are: (1) bronchial 
obstruction, a) large bronchi, b) small bronchi; 
(2) pulmonary, a) defects of alveoli, b) defects 
of interstitial tissue, c) defects of alveoli and 
interstitial tissue; (3) pleural, a) air—t: simple 
pneumothorax, ii: bronchopleural fistula, val- 
vular or non-valvular, 6) fluid, c) fibrin, d) 
pleural investments. In evaluating a case, 
bronchoscopy and clinical study will elucidate 
factors one and two, while thoracocentesis will 
determine most features of factor three. Ina 
case where there are no known bronchial and 
pulmonary factors, and where the lung will not 
reéxpand with pleural aspiration, a decortica- 
tion must be done—Lung Mobilization: Its 
Indications in the Management of the ‘‘ Captive’’ 
Lung, H. T. Langston, Surg., Gynec. & Obst., 
September, 1947, 85: 301.—(A. G. Cohen) 


Arteriovenous Aneurysm.—A 27-year-old 
woman had cyanosis since birth, episodes of 
syncope and paroxysmal nocturnal dyspnea. 
Physical examination showed numerous, small, 
superficial hemangiomata on the face, lips and 
palms. The hemoglobin was 21.6 g., the red 


blood cell count was 8.2 million. The roent- . 


genogram of the chest revealed a tumor in the 
right lower lobe. Following a lobectomy the 
cyanosis decreased, the hemoglobin dropped to 
18.4 g. and the red blood cell count to 6.7 
million. The pathological diagnosis was ar- 
teriovenous aneurysm measuring 4 cm. in di- 
ameter.— Pulmonary Arteriovenous Aneurysm 
with Secondary Polycythemia: Report of the 
First Case Treated by Lobectomy, W. H. Beier- 


waltes & F.X. Byron, J. A. M. A., July 26, 
1947, 134: 1069.—(H. Abeles) 


Aerosol Penicillin.——(/) A combined steam 
generator and aerosolizer is described, which 
effectively produces aerosols of penicillin whose 
inhalation is capable of providing good thera- 
peutic levels of this agent in the blood. (2) 
Penicillin dissolves readily in propylene glycol 
to form an effective, stable aerosol. The addi- 
tion of glycerin (5 per cent) further stabilizes 
the aerosol. (3) Methods of conserving the 
aerosol for maximum utilization include simple 
open inhalation; inhalation within an air-tight 
chamber or transparent portable tent, and in- 
halation from a breathing box. (4) Unusually 
high and prolonged levels of penicillin were 
obtained in the blood when a penicillin-propyl- 
ene glycol aerosol was inhaled within a tent or 
from a breathing box. (5) The tent method 
should be ideal for the treatment of infants and 
children or whenever continuous treatment 
with penicillin is indicated. (6) Propylene 
glycol, by inhalation of its aerosol and by 
intravenous or intramuscular injection, im- 
parts to the blood serum a pronounced inhibi- 
tory action against a strain of Bacillus sublilis 
(an attribute not possessed individually by 
either the propylene glycol or the serum). 
(Authors’ Summary.)—Aerosol Penicillin: 
Blood Levels of Penicillin by Inhalation of 
Aerosols Produced by a Combined Steam Gener- 
ator and Aerosolizer, With the Use of Propylene 
Glycol, Tents and a Breathing Box, S. J. 
Prigal, T. H. McGavack, F. D. Speer & R. 
Harris, J. A. M. A., July 12, 1947, 134: 932.— 
(H. Abeles) 


Bronchial Catheterization in Lung Abscess. 
—The treatment of lung abscess with direct 
penicillin instillation into the abscess cavity is 
outlined. Among the cases under observation 
40 per cent of abscesses were found in the dor- 
sal segment and 13 per cent in the apical seg- 
ment of the upper lobe, 15 per cent in the right 
middle lobe, and 13 per cent in the apex of the 
lower lobe; 75 per cent of abscesses were local- 
ized in the right lung. The technique of intro- 
ducing the catheter into the various pulmonary 
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segments is described in detail. The dosage of 
penicillin was 100,000 units in 10 cc. of saline 
instilled directly into the abscess cavity. In 
acute severe cases instillations were per- 
formed once daily for a period of ten to fifteen 
days. In milder cases a total number of 6 to 
8 instillations were given every other day. If 
necessary the series was repeated after an in- 
terval of one week. The method is said to be 
without serious accidents. Hemorrhage, with- 
out any further consequences, occurred 5 times 
in 1,£00 instillations. No statistical data on 
results are given.— La localization radiologique 
des cavities suppurées intrapulmonatres et leur 
cath(terisme par voie endobronchique, C. Mattei, 
M. Tristani & A. Barbe, Rev. de la tuberc., 
1947, 2: 704.—( V. Leites) 


Mediastinal Emphysema.—Block of the 
brachial plexus to produce anesthesia of an 
upper extremity has received increasing use in 
military surgery. The present series of 700 
cases includes many plastic surgery operations, 
for which brachial block is quite suitable. To 
inject the plexus the needle is inserted above 
the middle of the clavicle and aimed downward 
towards the plexus and towards the apex of the 
lung. Pneumothorax has been reported as a 
complication, and even in association with 
emphysema of the lung and subcutaneous tis- 
sues. Five instances of mediastinal emphy- 
sema are reported for the first time in the 
present series. The signs and symptoms of 
mediastinal emphysema are emphasized by the 
report of a typical case, in which a pneumo- 
thorax developed during the twenty-four hours 
after the mediastinal changes were noted. 
None of the 5 patients had any serious respira- 
tory difficulty or complication.— Mediastinal 
Emphysema Secondary to Brachial Plexus 
Block, E. G. Dimond, B. Root & M. H. Delp, 
Bull. U. S. Army M. Dept., August, 1947, 7: 
718.—(W. H. Oatway, Jr.) 


Ossification of Bovine Lung.—The first 
known case of ossified lung in a domestic ani- 
mal is reported. Ossification of bronchial 
cartilages and tuberculous or other pulmonary 
lesions are common in man, but diffuse forms 


are rare; only 46 cases had been reported until 
1943. There are two varieties of diffuse ossifi- 
cation, the racemose or branching type and the 
nodular circumscribed type. The racemose is 
by far the more common, and consists of 
branching spicules of true bone in the inter- 
alveolar septa of the lung. They may be the 
result of a senile metaplasia in the perivascular 
connective tissue. Marrow-formation is rela- 
tively rare in the diffuse forms. The present 
case report is that of a Texas steer, condemned 
in a sale-yard because of extreme emaciation. 
The nodes and other organs were normal, but 
the lungs were hard and inelastic, especially in 
the posterior areas. Typical bone-islands 
(“disseminated”’ ossification, similar to the 
racemose type), as well as exudative and pro- 
liferative changes, were found in the septa. 
Some alveoli were atelectatic, while others 
were emphysematous. Osteocytes were nu- 
merous in the bone, but osteoclasts and osteo- 
blasts were absent.—A Case of Ossification of 
the Bovine Lung, W.S. Bailey, J. Am. Vet. M. 
A., August, 1947, 111: 123—(W. H. Oatway, 
Jr.) 


Giant Mediastinal Teratoma.—This case 
raised the old, and often difficult problem of 
the correct diagnosis in a condition character- 
ized only by an increasingly large X-ray 
shadow in the chest. Throughout the final 
eight-year course of the disease a number of 
possible diagnoses were advanced, including 
pneumonia, hydatid cyst, aneurysm, growth of 
the thymus, lymphosarcoma, intrathoracic 
goiter and, finally, because of the mediastinal 
location and tomographic findings, dermoid 
cyst. In order to verify this assumption, an 
exploratory puncture was performed, which 
yielded a typical brown fluid. A series of punc- 
tures furnished some relief but the increasing 
respiratory difficulty and general exhaustion 
required surgical treatment. An anterior 
mediastinotomy was well borne and proved 
successful in removing over 2,000 ce. of hair, 
sebaceous matter and cystic fluid. Present 
condition of the patient is excellent, with gain 
in weight, normal respiration and ability to 
sleep.—Teratoma gigante de mediastino, M. 
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Benzo, Bol. Inst. de pat. méd., Madrid, Febru- 
ary, 1946, 1: 28.—(A. A. Moll) 


First Case of Histoplasmosis in Colombia.— 
A case of histoplasmosis is described as a post- 
mortem finding. The patient was a woman 56 
years old, a native of Venezuela, who died in 
the Cicuta hospital after a seven-day illness. 
Typhoid was reported as the cause of death. 
This is the first case of the disease seen in Col- 
ombia and the diagnosis was confirmed both 
by Colombian and Brazilian experts. Histo- 
plasmosis has been described from various 
parts of South America since Darling first 
found it in Panama in 1906. Negroni in Ar- 
gentina reported the first South American case 
in 1940.— Histoplasmosis en Colombia, A. Gast 
Galvis, Rev. de med. y cir., Colombia, S. A., 
May, 1947, 14: 12.—(A. A. Moll) 


Histoplasmosis.—Two cases have been re- 
corded from Wisconsin to bring the total num- 
ber of reported cases to 80. It is generally a 
fatal systemic disease caused by the yeast-like 
fungus named Histoplasma capsulatum which 
may be found in the reticulo-endothelial sys- 
tem and is probably transmitted from animals, 
notably dogs. The four principal clinical fea- 
tures of the disease are: (1) gastrointestinal 
manifestations of ulceration and diarrhea, (2) 
skin findings of chronic ulcerations and abscess 
formations, (3) cardiac or joint manifestations, 
(4) lymphadenopathy, hepatomegaly and 
splenomegaly. Lung findings are recorded in 
about 20 per cent of the cases and are not char- 
acteristic and frequently are confused with 
tuberculosis, especially the pulmonary calcifi- 
cations. The cases of histoplasmosis have usu- 
ally presented a gross picture similar to that of 
leukemia. Caseous necrosis of the adrenals is 
particularly common in these patients. Histo- 
logically the organisms are found throughout 
the reticulo-endothelial system contained in 
the phagocytic reticulum cells. Secondary 
anemia, leukopenia and thrombocytopenia 
have been frequent. It is of interest that the 
majority of histoplasmin reactors are demon- 
strated between 5 and 25 years of age; whereas, 
the tuberculin reactors are found in the third 


and fourth decades. In those who are histo- 
plasmin-negative and tuberculin-positive, the 
incidence of pulmonary calcifications is about 
17 per cent; those with histoplasmin-positive 
and tuberculin-negative skin tests have pul- 
monary calcifications in slightly more than 90 
per cent.— Histoplasmosis: The Pathological 
and Clinical Findings, J. F. Kuzma, Dis. of 
Chest, July-August, 1947, 13: 3388—(E. A. 
Rouff) 


Osteochondritis Vertebrae (Calvé).—De- 
scriptions of this condition are very mislead- 
ing. The correct definition is osteochondritis 
vertebrae of the primary ossification centres 
occurring before age 10. It is thus distin- 
guished from osteochondritis vertebrae of the 
secondary ossification centres (epiphyseal 
plates) often named Scheuermann’s disease or 
juvenile kyphosis. The author speculates that 
Calvé’s disease may be caused by tubercle ba- 
cilli of low virulence. A case is reported.— The 
Relationship between Tuberculosis and Osteo- 
chondritis Vertebrae (Calvé), F. Leeser, Am. J. 
Roentgenol., June, 1947, 57: 744—(U. E. 
Farber) 


Tuberculosis Control.—The problem of 
tuberculosis control in the French army may 
be considered under three main headings: 
(1) the discovery and elimination of all 
tuberculous personnel as soon as possible after 
induction, (2) maintenance of health of the 
standing army, and (3) prevention of spread of 
the disease in the civilian population by dis- 
charged tuberculous army personnel. In 
order to accomplish the first aim, those called 
to active military duty are required to bring 
health certificates from their own physicians. 
These certificates in conjunction with a pre- 
liminary examination by a medical board 
eliminate a certain number of persons who are 
then sent to a chest centre for clarification. 
All those passed upon by the first board are 
brought up before a review board. There 
they are subjected to an even more detailed 
examination including systematic radiography 
of the chest. All abnormal conditions are 
referred to a special chest centre where they 
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are classified into the following groups: 
open tuberculosis, closed tuberculosis, sus- 
pected tuberculosis, pleural or pleuro- 
peritoneal tuberculosis, and “surgical” 
tuberculosis (including lymph node, genito- 
urinary, bone and joint, etc.). To achieve the 
second aim, namely the maintenance of health 
of the existing army, military physicians are 
constantly primed on recognition of early 
signs and symptoms. A continuous fight 
against predisposing causes, such as they are 
known, is waged by the army medical person- 
nel. The most effective weapon in this fight 
is the periodic X-ray reéxamination of all 
personnel. The number of cases discovered 
by such means is still considerable, amounting 
to 0.8 to 0.9 per thousand in a group so ex- 
amined. In 1946, tuberculin testing of 
recruits was done, and it was found that 
nearly 50 per cent were tuberculin-negative. 
Retesting of the nonreactors will be done in 
the future as a case-finding measure. Uni- 
versal vaccination of these troups with BCG 
is not being planned in spite of the favorable 
report of the Academy of Medicine. Vac- 
cination will be limited to volunteers. 
Further measures consist of careful examina- 
tion of all contacts of recently discovered 
cases, and case-finding among the patients’ 
families. Diagnosed cases are placed under 
medical care as soon as possible. Patients 
may be institutionalized either in civilian 
institutions by arrangement, or in one of 
several government hospitals. Facilities are 
also available for institutional or preventorium 
care of dependents of personnel, should such 
become necessary. In order to safeguard the 
health of the civilian population, part three of 
the army’s program, a very comprehensive 
medical-social program is available. The 
individual and family problems of each 
patient are worked out by the social agencies 
in such a manner that the patient is satisfied 
to accept treatment until he can be discharged 
safely. Considerable benefits are offered in 
this connection. The comprehensive program 
as here outlined is in force for almost one 
million personnel, both male and female. In 
addition to all enlisted and commissioned 


personnel it comprises the women’s army 
corps, children and adolescents in military 
preparatory schools, officer candidates, all 
dependents of regular army personnel, and 
all civilian workers employed by the war 
department.— La prophylaxie de la tuberculose 
dans l’ Armée frangaise, Debenedetti & Dutrey, 
Schweiz. med. Wehnschr., May 31, 1947, 77: 
591.—(H. Marcus) 


Hospitalization Cost.—Data on the cost of 
methods for control of tuberculosis in general 
hospitals have not been available. The need, 
feasibility and value of control methods are 
now well known—personnel members should 
be recurrently examined by a suitable X-ray 
method; all newly registered patients and out- 
patients should be screened by radiography 
for tuberculous disease; and tuberculous pa- 
tients, whether admitted for therapy or newly- 
found, should be cared for with adequate 
isolation technique. Unrecognized disease 
among new admissions, and the hazard to 
personnel in contact with patients have been 
demonstrated. Control procedures are in- 
creasing but not wide-spread enough. Ac- 
counting methods, disinterest, and a fear of 
the results have further limited the field from 
which data can be obtained. For the present 
survey, information was obtained from hos- 
pitals and sanatoria which were known to have 
experience with control measures; they are 
of various sizes and types, and are in four 
different areas of the United States. Cost 
data were also obtained from the health 
departments of five states, from several 
hospital, radiology, and tuberculosis societies, 
and from the U. 8. Public Health Service. 
All of the data are previously unpublished. 
The general costs of tuberculosis to society, 
the state, and to individuals are mentioned. 
The cost of care of tuberculous patients in 
sanatoria is presented as a comparison to the 
cost in general hospitals. The cost and 


charges for care of tuberculous and nontuber- 
culous patients in hospitals were obtained from 
twenty administrators of general hospitals. 
The hospitals included several with a 95- to 
200-bed capacity, and several with 500 to 
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3,400 beds. The figures differ widely, de- 
pending on the type of hospital, the services 
rendered, and the size of the unit. They were 
mostly derived from experience during the 
fall and winter of 1946-1947. Analysis of 
the data shows the surprising fact that cost 
and charges for care on tuberculosis units were 
usually the same or less than for care on other 
services. In large tuberculosis units the cost 
was markedly less, and comparable to sana- 
toria of a similar type. The same services 
were provided, plus some degree of infectious 
disease precautions and, frequently, chest 
surgery. A survey of the expense of isolation 
technique was made and listed. Many 
hospitals and sanatoria use only a few es- 
sential sanitary procedures. The total cost 
of precautionary methods could not be esti- 
mated, but basic services cost little if any 
more than for care of nontuberculous patients, 
and basic materials cost only a few cents a 
day per patient. (Whatever the cost, it is 
already included in the low cost of care.) 
The cost of constructing facilities for care of 
tuberculous patients is discussed. New con- 
struction is expensive and rarely necessary; 
the usual need is for small units or rooms, 
and these may be had by conversion of existing 
“space at a very low cost. The costs of com- 
pensation and insurance are discussed—the 
former is high and rising; the latter has not 
yet been affected by use of control measures, 
although the door is open whenever sufficient 
experience shows a favorable result. The 
use of subsidies to cover the costs of control 
measures has been investigated. Many hos- 
pitals are now given partial or complete 
support for case-finding surveys from various 
sources. Many states now subsidize the 
care of some (or most) tuberculous patients in 
order to obtain coéperation, isolation and care. 
The federal government, through the Veterans 
Administration and hospital-aids program, 
has shown the same tendency. The cost of 
case-finding by X-ray methods is described. 
A relatively small number of hospitals has a 
complete survey program, though it is in- 
creasing quite rapidly; the most suitable 
method will depend upon the money or equip- 


ment available, and on the case-load. Small 
hospitals will probably use full-size films on 
paper X-rays; the cost per patient should 
range between 50 cents and a dollar, plus 
possible reading costs. Large hospitals, and 
those able to afford special equipment, will 
use miniature films of some sort. None of 
the hospitals which use small films had data 
on costs, due to the use of subsidies, but figures 
were obtained from numerous surveys by the 
mobile units of state health boards and the 
U. 8. Public Health Service. Such figures 
were modified by the varying costs which 
had to be included, and have increased since 
1943-1945. The range was from 21 to 69 
cents per capita, which can be reduced 30 to 
75 per cent in stationary hospital units by the 
subtraction of travel costs, salaries, publicity, 
etc., and by the use of existing hospital 
equipment and personnel. The cost of film- 
reading is minimized by the help of staff 
members and the coéperative attitude of the 
College of Radiologists. The cost of new 
photoroentgen equipment ranges from $3,800 
to $5,500 for machines without energizing 
equipment, to $9,000 or more for complete 
units. Most hospitals have absorbed the 
cost of case-finding, but a few are known to 
charge a flat-rate fee, the same as for admis- 
sion blood tests.—The Economics of Tuber- 
culosis in General Hospitals, W. H. Oatway, 
Jr., Hospitals, November, 1947, No. 11, 21: 
54.—(W. H. Oatway, Jr.) 


Primary Tuberculosis.—A group of children 
from tuberculous families giving evidence of 
latent or manifest primary infection was sub- 
jected to periodic follow-ups between the years 
1925-1941. The initial group consisted of 


- 378 children up to the age of 4. In this 


group 236 cases showed only a positive tuber- 
culin reaction, 120 had pulmonary foci and 
adenopathies and 22 had acute progressive 
forms (miliary tuberculosis, caseous pneu- 
monia). The total tuberculosis fatality in 
this age-group was 9.5 per cent (34 cases), 
two-thirds of which fell into the first year. 
The next group included 270 children between 
the ages of 5 and 10 with a tuberculosis 
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fatality of 3.7 per cent, almost exclusively 
from tuberculous meningitis. The incidence 
of pulmonary foci was lower than in the first 
group. There were 4 cases of benign pul- 
monary infiltrations and 8 cases of extra- 
pulmonary tuberculosis. In 1940-1941 a 
group of 218 children between the ages of 
11 and 18 underwent the final examination. 
Among the 118 cases in the age-group 11 to 
13, 6 cases had benign lung involvement in 
form of circumscribed infiltrations or dissemi- 
nated lesions. One-third of the whole group 
gave evidence of what is described as chronic 
“tuberculous intoxication” which is being 
attributed to persistent activity in the lymph 
node component of the primary complex. 
In the age-group 14 to 18 only 64 per cent 
could be considered as in good health. The 
others gave evidence of active primary tuber- 
culosis in its protracted form with different 
clinical manifestations or various forms of 
pulmonary tuberculosis mostly localized in 
the upper lung-fields with tendency to pro- 
gression. Among 52 adolescents in the age 
group 16 to 18, every fifth showed a relatively 
fresh pulmonary process, every tenth had a 
positive sputum. The connection of these 
grave progressive forms with primary infection 
acquired in early childhood is considered 
most probable. In another group of 94 
children having been exposed to tuberculosis 
in childhood, 13.2 per cent developed tuber- 
culosis during adolescence, whereas among 
124 children from nontuberculous milieu the 
incidence of pulmonary tuberculosis during 
adolescence was only 7.2 per cent. The 
effect of continued superinfection on latent or 
active primary tuberculosis could not be 
definitely established on this material: a 
group of 38 children infected during early 
childhood and subjected to prolonged or 
repeated superinfection until adolescence 
developed pulmonary tuberculosis in 10.5 per 
cent of cases. The incidence of pulmonary 
tuberculosis in a similar group with no pos- 
sibility of superinfection was 9.5 per cent.— 
Early and Remote Effects of Tuberculous 
Infection Acquired during Early Childhood, 


B. L. Jachnis, Probl. tuberk., 1947, No. 3, 
26.—( V. Leites) 


Primary and Reinfection Tuberculosis.— 
Tuberculin studies both in animals and persons 
have demonstrated that the body may lose, 
after a certain period, its ability to react 
to tuberculin. The finding in adults of mo- 
dalities affecting both nodes and lungs, and 
comparable in every way to those seen in 
primary infection in children, led to the belief 
that they represented late primary infections. 
The detection of this type of lesion in patients 
tuberculized long before and having signs or 
history of an old tuberculous process shows 
that caseated nodes should be attributed to 
constitutional peculiarities unconnected with 
tuberculin allergy. At present, it is im- 
possible to establish the diagnosis of primary 
infection in adults, as it cannot be based on 
the reversion of the test or the verification 
of an infantile type tuberculosis. Differ- 
entiation of primary and reinfection lesions is 
difficult and, as shown by Israel and Long, has 
no practical value. On the other hand, 
recognition of the node involvement becomes 
significant because the course is frequently 
more serious in this type. The new genetic 
studies, supplementing biometric and general 
data, have demonstrated the hereditary 
transmission of a greater degree of resistance 
or susceptibility to tuberculosis in receptive 
animals and persons. When considering the 
clinical, epidemiological and social aspects of 
the disease, the significance of the soil factor 
cannot be disregarded. The observations 
made among the Bolivian Indians during the 
Chaco War and by Marais (1946) among 
South African natives working in the mines 
bear out this conception, which has also been 
emphasized by Monge in Peru. Pathological 
and X-ray studies by Scandroglio and 
Rodriguez among people of all ages dying 
from violent causes in Montevideo showed 
that at about 22 years of age calcifications 
are found in 100 per cent of cases, while 
tuberculin reactor rates at that age do not 
exceed 80 per cent. In other words, 20 per 
cent of those people (and the percentage is 
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even higher at the age of 15) have lost their 
ability to react to tuberculin.— La tuberculosis 
primaria y de reinfeccién del adulto (su signi- 
jicado clinico, epidemiolégico y social), F. D. 
Gémez, Clin. tisiol (Rio de Janeiro), October- 
December, 1946, 1: 285; and also Rev. brasil. 
de tuberc., November-December, 1946, 15: 
489.—(A. A. Moll) 


Perforating Lymph Nodes.—In the opinion 
of Mounier-Kuhn and Dufourt perforation of 
caseous lymph nodes into the bronchus fol- 
lowing active primary tuberculosis is a much 
more frequent occurrence than hitherto sus- 
pected. The authors are here not referring 
to the well known manifestations of perfora- 
tion in its massive form, but to its less 
pronounced aspects. Routine use of bron- 
choscopy in adults and children with primary 
infection revealed the frequent presence of 
very small bronchial fistulae, often difficult 
to visualize because of secretions or edema 
of the bronchial wall. These bronchoscopic 
findings were seen in association with a very 
characteristic X-ray pattern: there was a 
more or less circumscribed area of fine, 
nodular, partly confluent infiltrations ex- 
tending from the hilum and usually not, quite 
reaching the periphery. Tomography re- 
vealed in the region of the infiltration the 
image of a bronchus with thickened contours, 
indicating disease of the bronchial wall. 
Clinically these small perforations remained 
mostly silent or gave few uncharacteristic 
symptoms. The prognosis was good. There 
was spontaneous closure of the bronchial 
fistulae. The pulmonary infiltrations per- 
sisted for three to six months and then 
showed gradual regression. If the perforation 


was larger the pulmonary involvement due. 


to bronchial dissemination was more extensive 
occupying a pulmonary segment or a whole 
lobe. These cases, without being alarming 
or rapidly fatal, have a more serious prognosis 
and pneumothorax should be considered. 
Fibrotice or calcific changes formed a residue 
of these pulmonary infiltrations. The X-ray 
film of a child or adolescent showing a cir- 
cumscribed area of multiple small calcific 


densities, situated mostly in the middle or 
lower lung-fields, permits according to the 
authors to make a retrospective diagnosis of 
curable lymph node perforation into the 
bronchus during the course of primary tuber- 
culosis. It is stressed that the described 
pulmonary infiltrations, belonging to the 
primary and post-primary period, should be 
strictly differentiated regarding pathogenesis, 
prognosis and treatment from infiltrations of 
the reinfection period, such as the early 
infiltrate or others, which they may resemble 
roentgenologically.— Les infiltrats pulmonaires 
secondaires d’origine ganglionnaire, A. Dufourt 
& P. Mounier- Kuhn, Rev. de la tuberc.,1947, 
11: 155.—( V. Leites) 


Tracheobronchial Tuberculosis.—Among 
151 patients (73 men and 78 women) in a 
tuberculosis hospital in Rio de Janeiro 
bronchoscopic examination revealed in 59 
(89 per cent) tracheobronchial lesions. In 
40 some type of collapse therapy was tried: 
24 pneumothoraces, 12 thoracoplasties, 3 
phrenicectomies (with very poor results), and 
one extrapleural pneumothorax. In a two- 
year period 7 of these 40 cases (11.8 per cent, 
as compared to 21.2 per cent in the entire 
group) died, 13 progressed unfavorably, 5 
became arrested and 14 either improved con- 
siderably or healed clinically. When tracheo- 
bronchial and visceral pleural lesions coexist 
pleural complications may develop during 
pneumothorax treatment. Although pleural 
lesions seem more responsible, there should 
not be disregarded the possibility that 
empyema may be due to the spread of the sup- 
purative process caused by the catarrhal 
retention. All changes in the mucous mem- 
branes in the trachea and larger bronchial 
tubes, including extensive catarrhal infiltra- 
tion, were listed, tuberculous and secondary 
bacterial processes being usually associated. 
In local treatment, even when tuberculous 
ulceration was present, sulfanomides or 
penicillin was tried. Pleuroscopic examina- 
tion should decide whether pneumothorax 
should be continued in such cases or another 
method of treatment substituted —A traqueo- 
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broncoscopia na tuberculose pulmonar, Clin. 
tisiol. (Rio de Janeiro), January-March, 1947, 
2: 99—(A. A. Moll) (The Third Brazilian 
Tuberculosis Congress adopted a resolution 
recommending surveys in tuberculosis ser- 
vices to determine the prevalence of tuber- 
culous tracheobronchitis and the Seventh Pan 
American Tuberculosis Congress also adopted 
a resolution on this subject. A. A. M.) 


Trauma and Tuberculosis.—If trauma is 
to be indicted as causing or aggravating 
tuberculosis the time element must be such 
as to exclude all possible doubt of a casual 
connection. Such was judged to be the case 
in 2 patients reported by the author. A man 
of 53 who had always been in good health 
tripped and hit the right lower lateral chest 
severely. Eight days later hemoptysis occur- 
red, and within thirty-six days the patient 
had the well marked clinical picture of miliary 
tuberculosis to which he succumbed in another 
month. Chest X-ray films taken shortly 
after the injury showed only the presence of a 
calcified primary focus in the right lower 
lobe. In due time the characteristic X-ray 
picture of generalized miliary tuberculosis was 
observed. Autopsy showed a partially cal- 
cified chalky focus in the right lower lobe with 
a lymph node component, also calcified, in 
the lung root. There was fresh miliary 
seeding, and also localized aspiration tuber- 
culous pneumonia due to the recent hemopty- 
sis. The pleura over the primary focus was 
adherent, and there were hemosiderin deposits 
in the pleural scar. This latter fact proves 
beyond doubt that the original trauma oc- 
curred precisely in the area of the primary 
focus and was responsible for the develop- 
ments. The second case is that of a female 
patient who had been treated for active 
tuberculosis in the past, but whose condition 
was inactive at the time of the injury. Blunt 
trauma to the lower abdomen was followed 
within twenty-four hours by temperature 
elevation which persisted. In the course 
of time, first symptoms and then signs of 
reactivation occurred, the sputum becoming 
positive later on, and this was followed by 


development of a new lesion. This patient 
had a paralyzed right diaphragm, and the 
base of the right lung was adherent to it. It 
is felt that the full force of the blow was 
transmitted to the right lung because of the 
phrenic paralysis, thus causing great stretch- 
ing and tearing of the original lesions. It was 
eleven months before the status quo ante was 
reached.—Uber traumatische Tuberkulose, W. 
Léfler, Schweiz. med. Wehnschr., June 14, 
1947, 77: 637.—(H. Marcus) 


Diabetes and Tuberculosis.—The associa- 
tion of diabetes and tuberculosis becomes 
more common as diabetic patients are more 
carefully scrutinized. In a series of over 100 
cases seen in the Buenos Aires Tuberculosis 
Research Centre all types of diabetes were 
seen. Women prevail, but this is because 
the centre has the only service in the city for 
this type of female patients. Foreign sta- 
tistics are far apart as to the proportion 
of tuberculosis among diabetic patients. 
Rahtery-Marie and Ray in France found 16.5 
per cent among their clientele. Wilder and 
Adams in the United States reported only 1 
per cent among 1,000 diabetes cases. Von 
Noorden in Frankfort gave 5.5 per cent for 
his private practice and 15 per cent for his 
hospital cases. In opposition to Root’s 
report for the United States, in Argentina 
tuberculin tests have proved equally positive 
in diabetic as in other children. The pro- 
portion of those in whom the two diseases 
begin simultaneously or quite closely does not 
exceed 5 per cent in the Argentine series. 
Death rates were very high in the Argentine 
group because of the patients’ advanced age 
and their poor condition. All deaths were 
from tuberculosis. In 6 cases with a ful- 
minating hemoptysis atheromatous lesions of 
the pulmonary artery were found at necropsy. 
About 75 per cent of the patients needed 
insulin. In no case were the alleged pul- 
monary reactions to the drug observed. For 
the treatment of tuberculosis in these patients 
the usual measures are indicated with the 
necessary precautions.—Diabetes y  tuber- 
culosis, R. A. lzzo, Rev. brasil. de tuberc., 
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November-December, 1946, 15: 505.—(A. A. 
Moll) 


Emphysema in Tuberculosis.—Emphy- 
sematous changes in pulmonary tuberculosis 
may be classified as intrafocal, perifocal, 
interstitial, diffuse (compensatory), bullae and 
blebs. The pathogenesis of intrafocal and 
perifocal emphysema is bronchial and bron- 
chiolar obstruction. The perifocal form is 
the most common type. Interstitial em- 
physema is found in artificial and spontaneous 
pneumothorax. A bleb is formed when the 
lung is separated from the pleura by inter- 
stitial emphysema. In bullae the pleura 
retains its connection with lung parenchyma. 
Primary tuberculous foci may be enveloped 
in microscopic areas of perifocal emphysema. 
Hematogenous tuberculous foci may show 
several types of emphysema: intrafocal, bul- 
lae and blebs. The chief cause of localized 
hypertrophic emphysema is bronchial ob- 
struction. The latter is produced by exudate, 
necrotic material, endobronchial tuberculous 
lesions, compression, torsion and stretching. 
Atrophic emphysema is largely due to vascular 
changes.— Pulmonary Emphysema and Tuber- 
culosis, A. Guggenheim, Am. J. Roentgenol., 
July, 1947, 58: 64.—(J. E. Farber) 


Tuberculostasis by Streptomycin.—The 
present study was undertaken for the purpose 
of clarifying the bacteriostatic vs. the bac- 
tericidal effects of streptomycin on M. phlei; 
M. avium; M. tuberculosis var. hominis no. 607, 
nonpathogenic strain; M. tuberculosis var. 
hominis H37Rv, pathogenic strain; M. tuber- 
culosis var. hominis H37RvR, streptomycin- 
resistant pathogenic strain. The method of 


growing the organisms for bacteriostatic tests . 


has been described elsewhere (Smith, 1947). 
For bactericidal studies, the cultures were 
plated out on suitable agar media, incubated 
for varying periods of time at 37°C., and all 
colonies counted. The results show that 
streptomycin has not only a bacteriostatic 
but also a marked bactericidal action upon 
different strains of M. tuberculosis. The size 
of the inoculum and the time of incubation 


are of great importance in determining the 
bacteriostatic and bactericidal activity of 
the antibiotic. In a growing culture of 
tubercle bacilli, there was a decrease rather 
than an increase in the proportion of strepto- 
mycin-resistant cells with an increase in age 
of the culture. When streptomycin and 
streptothricin were combined, their effect 
upon tubercle bacilli was additive rather than 
synergistic. The principal effects of strepto- 
mycin on the morphology of tubercle bacilli 
were loss of acid-fastness, increase in granula- 
tion, and, in highly bacteriostatic concen- 
trations, shortening of the rods.—Twuber- 
culostatic and Tuberculocidal Properties of 
Streptomycin, D. G. Smith & S. A. Waksman, 
J. Bact., August, 1947, 54: 253.—(F. G. 
Petrik) 


Streptomycin Resistance.—To study some 
of the factors which result in the production 
of streptomycin-resistant strains of tubercle 
bacilli, sputa of 8 patients having far advanced 
pulmonary tuberculosis and being treated 
with the drug were used in experimental 
work. Cultures were obtained before in- 
stitution of treatment and at weekly inter- 
vals thereafter for a period of four to five 
months. All cultures were made on Herrold’s 
glycerine-egg medium. Sensitivity of the 
bacilli to streptomycin was determined at 
the first inoculation by adding streptomycin 
in varying concentrations to the medium and 
inoculating plates of plain and streptomycin- 
containing media simultaneously with equal 
amounts of treated, concentrated specimen of 
sputum. To determine the potency of 
streptomycin after it had been added to 
Herrold’s medium, assays were carried out 
over a period of seven weeks, using a modifica- 
tion of the cup method of Stebbins’ and 
Robinson. No appreciable diminution of 
potency of streptomycin was detected. Pa- 
tients included in the study received 1 g. 
per day intramuscularly, in divided doses at 
six-hour intervals. In 7 of the 8 cases a few 
relatively resistant organisms were found to 
be present in cultures before institution of 
chemotherapy. In 4 of the cases, the original 
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predominantly sensitive strains of bacilli 
isolated were replaced during chemotherapy 
by strains more resistant to the drug. Weekly 
cultures showed a gradual increase of the 
number of resistant organisms, beginning one 
to four weeks after institution of therapy. 
It was observed that resistant organisms grow 
comparatively slowly on media containing 
streptomycin, although the rate of growth 
tends to increase as greater degrees of resist- 
ance appear. Although the mechanism of 
drug resistance is an unsolved problem, 
evidence indicates that the factors of genetic 
variation and selection may be of prime 
importance.—Relative Numbers of Resistant 
Tubercle Bacilli in Sputa of Patients before 
and during Treatment with Streptomycin, 
Marjorie Pyle, Proc. Staff Meet., Mayo 
Clin., October 15, 1947, 22: 465—(P. Q. 
Edwards) 


Streptomycin for Miliary Tuberculosis.— 
An infant of 11 months was found to have 
miliary tuberculosis in September, 1946. 
Biopsy of a cervical lymph node was positive. 
One gram of streptomycin per day was given 
for three months, and was then discontinued 
because of severe local reactions to the in- 
jections. Fever disappeared twenty-four 
hours after the drug was exhibited; lung signs 
began to clear in a few days; the lymph nodes 
were almost normal at five weeks; the miliary 
lesions in the lungs had cleared by the seventh 
week of treatment. Normal findings were 
present at an examination a month after 
cessation of therapy.—Streptomycin in the 
Treatment of Miliary Tuberculosis, G. Cobley 
& E. Goettsch, J. Pediat., July, 1947, 31: 
70.—(W. H. Oatway, Jr.) 


Streptomycin for Tuberculous Sinuses.— 
Eleven Negro patients and one white patient 
with 60 draining, proven tuberculous, cutane- 
ous sinuses were treated with streptomycin. 
They received 0.3 g. every four hours, 6 
patients for a period of ninety days and 6 
patients for a period of 150 days with an inter- 
ruption of three weeks after the first ninety 
days. In 9 patients the sinuses developed 


from bone lesions, in one following laparotomy 
and in one it originated in the ischiorectal 
area. The average length of time the sinuses 
existed prior to the institution of streptomycin 
therapy was twenty-four months. Nine 
sinuses closed within one to four weeks, 9 
within six to eight weeks, 30 within ten to 
twelve weeks and 11 within thirteen to twenty 
weeks. One sinus is still draining but has 
shown definite improvement. When a large 
cold abscess exists in conjunction with tuber- 
culosis of the vertebrae, there is little tendency 
for the pus to disappear under streptomycin 
therapy unless it is evacuated by open 
drainage. Necrotic bone or cartilage should 
be removed. The average period of observa- 
tion following closure of the sinuses is four 
months.—Streptomycin in the Treatment of 
Draining Tuberculous Sinuses, B. L. Brock, 
J. A. M. A., September 20, 1947, 135: 147.— 
(H. Abeles) 


Para-aminosalicylic Acid.—The efficacy of 
para-aminosalicylic acid in experimental tu- 
berculosis is being investigated by numerous 
workers at the present time. A recent study 
of use of the drug in guinea pig infection has 
yielded pertinent information. Each of a 
series of adult male guinea pigs was inoculated 
subcutaneously with 0.001 mg. of human type 
bacilli, strain H37Rv. Six weeks later all 
the inoculated animals were noted to be 
sensitized to tuberculin administered sub- 
cutaneously. Starting on the forty-second 
day after infection, 17 of the animals were 
treated daily with para-aminosalicylic acid 
(PAS) by adding 4 per cent by weight of the 
drug to the feed, about 1.6 g., and 20 animals 
served as untreated controls. After 161 days 
of observation (119 days of medication) the 
surviving animals were killed for necropsy. 
Severity of disease recorded for each of the 
untreated controls leaves no doubt of the 
potential virulence of the infecting organism. 
In the treated group, the amount of disease 
varied inversely with the period of treatment 
—almost no infection was found in the 9 
animals treated for the full 119 days. Con- 
centration of the drug was found to be less 
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than 0.5 mg. per 100 cc. of blood at the time 
of autopsy. No toxic effects of PAS were 
observed. Potential effectiveness of PAS in 
tuberculous infection is indicated by these 
results, in view of the fact that the disease 
had been established six weeks prior to the 
beginning of treatment and in those animals 
that received the drug for the maximum 
period of treatment the deterrent effects on 
the disease were definitely impressive.— 
Para-aminosalicylic Acid in Experimental 
Tuberculosis in Guinea Pigs, W. H. Feldman, 
A. G. Karlson & H. C. Hinshaw, Proc. 
Staff Meet., Mayo Clin., October 17, 1947, 22: 
473.—(P. Q. Edwards) 


Promin and Diasone.—The effects of 
promin and diasone as prepared by the 
Academy of Medical Science of the U. 8.8. R. 
according to the instructions of Feldman 
were studied in vivo and compared to the 
effects of the imported American products. 
The experimental animal for promin was the 
white mouse. It appeared that the Soviet 
product was of much lesser toxicity than the 
American one and could be given in daily 
doses of 30 to 40 mg., whereas the maximum 
tolerated dose of the American promin was 
only 15 mg. daily. With this dosage the 
American promin was found to be ineffective 
in inhibiting experimental tuberculosis. 
Soviet promin was given in the above dosage 
for twenty days to white mice which had been 
infected intravenously with a virulent culture 
of bovine bacilli. A definite inhibitory effect 
on the development of tuberculous infection 
was noted in these animals as compared to 
controls. In analogy to the American exper- 
iments, diasone was studied on guinea pigs. 


The daily oral dose was 300 mg. The dura- . 


tion of treatment was seventy-eight to ninety- 
six days. The animals had been inoculated 
with a mixture of equal parts of virulent 
human and bovine type bacilli. The results 
of these experiments seem to indicate a high 
chemotherapeutic activity cf diasone towards 
tubercle bacilli, of the human as well as of 
the bovine type. The maximum therapeutic 
effect was achieved if administration of the 


drug was started simultaneously with the 
inoculation of the animal. After prolonged 
treatment degenerative changes were noted 
in the liver and the kidneys.—Chemothera- 
peutic Activity of Some Sulphones in Exper- 
imental Tuberculosis, U. K. Weisfeiler, Probl, 
tuberk., 1946, No. 4,51.—( V. Leites) 


Subtilin.—The present communication deals 
with the use of a slightly modified Dubos and 
Davis medium to demonstrate the antibiotic 
activity of subtilin against a virulent strain of 
M. tuberculosis. The results show that 
although subtilin regularly inhibited the 
growth of the strain of mycobacterium used 
in concentration of 1:400,000, subsequent 
animal inoculation revealed that its bacteri- 
cidal property in vitro was low. It required a 
concentration of 1:20,000 to sterilize the 
organisms employed in these tests. Un- 
published data indicate that subtilin is 
precipitated in the presence of sodium chloride. 
Concentrations of subtilin (University of 
California Lots 8 and 10) greater than 0.1 
mg. per cent appear to be precipitated in the 
blood. Nevertheless, the marked bacterio- 
static effect shown here in conjunction with 
the low toxicity of subtilin are favorable in- 
dications for therapeutic trials. A less toxic 
salt-soluble fraction of subtilin is now available 
for such trials—Use of Modified Dubos 
Medium for Demonstration of Antibiotic 
Activity of Subtilin against Mycobacterium 
tuberculosis, S. C. Wong, A. S. Hambly, 
Jr. & H. H. Anderson, J. Lab. & Clin. 
Med., July, 1947, 32: 837—(F. G. Petrik) 


Subtilin in Tuberculosis.—First human 
experiments with subtilin, conducted in 1944, 
failed to show any therapeutic merit in the 
drug discovered by Fontes Magario. This 
was probably due to impurities in the product, 
as previous results in vitro and in animals had 
been encourgaging. A new purified extract 
was made available by Fontes Magario in 
1946 and used in the present clinical study. 
Eight cases of pulmonary tuberculosis of 
various types are reported in all of which 
general improvement, although in varying 


de 
pl 
in 
dr 
N 
St 
m 
Ss 
du 
80 
pt 
de 
Al 
sh 
oF 
or 
m: 
Tl 
re 
T 
in 
th 
su 
ac 
mi 
Be 
ys 
or 
ay 
fo 
se 
eff 
co 
m 
pr 
lig 
in 
or 
or 
me 
an 
M 


ABSTRACTS 41 


degree, followed the use of subtilin. The new 
preparation may be used orally or intra- 
muscularly and was employed in both ways 
in this series. The usual oral dosage is 20 
drops a day, taken on an empty stomach. 
No adverse reactions have been noted so far. 
Subtilin may be tried either alone or to supple- 
ment the accepted methods of treatment. 
Salle and Jane in Los Angeles are also con- 
ducting « trial of the drug.— Nota previa 
sobreaacao terapéutica da sutilina na tuberculose 
pulmonar, A. Renzo, Rev. méd. munic., (Rio 
de Janeiro), October-December, 1946, 9: 96.— 
(A. A. Moll) 


Surgery for Pulmonary Tuberculosis.— 
Argentine statistics support those abroad 
showing that among tuberculosis patients 
operated, in one-third the disease heals, in 
one-third it is not influenced and in the re- 
maining third it is unfavorably affected. 
The conception that primary cases heal 
readily is not borne out by available facts. 
Tuberculous infection acts as any other 
infection and the best place to fight it is at 
the portal of entry, before it attacks and 
subdues the nodes. In treatment, the most 
active agents are those acting on the 
mechanics of respiration, rest in the first place. 
Better than pneumothorax, phrenic paral- 
ysis should be tried in cases where the base 
or middle lobe are involved. An extrafascial 
apicolysis, either alone or combined with the 
former, or a simple ‘“‘ligamentolysis” will 
secure the essential collapse and prove 
effective in a few months under regular X-ray 
control. Pneumothorax cannot achieve as 
much. A typical case in an infant with 
progressive tuberculosis is reported. A 
ligamentolysis was followed by recovery with- 
in six months and complete normality within 
one year. The most favorable time for trying 
collapse is before ulceration develops.— Nueva 
orientacion terapéutica en la tuberculosis pul- 
monar, M. Chapo Bortagaray, Prensa méd. 
argent., May 30, 1947, 34: 990.—(A. A. 
Moll) 


Bilateral Collapse Therapy.—A two-year 
experience with bilateral collapse therapy in 
the-100-odd-bed Miguel Pereira Hospital in 
Rio de Janeiro is reviewed. Many patients 
otherwise considered hopeless thus recovered. 
Among 890 patients treated with collapse 
methods, bilateral collapse had to be at- 
tempted 92 times because of excavated lesions 
in both lungs. A combination of pneumo- 
thorax with contralateral thoracoplasty was 
the most common form of bilateral collapse 
therapy—24 out of 92 cases—pneumothorax 
being tried first. Continuance of either 
mono- or bilateral collapse depends on the 
results of pleuroscopic examination which 
should be a routine step in every case. 
Typical cases are reported. For prognostic 
purposes the vital capacity data secured 
spirographically seem most significant. 
Among 745 pleuroscopies and intrapleural 
pneumonolyses only 16 (2.14 per cent) failed 
to show adhesions. Out of the 92 bilateral 
cases, 83 left the hospital with a repeatedly 
negative sputum. Four most successful cases 
of bilateral thoracoplasty are presented at 
length as they suggest the great possibilities 
of this method in the future.—A colapsoterapia 
bilateral no Hospital Miguel Pereira, R. 
Fernandes & J. M. Castelio Branco, Clin. 
tisiol. (Rio de Janeiro), October-December, 
1946, 1: 303.—(A. A. Moll) 


Traumatic Initial Pneumothorax.—Previous 
reports have indicated that trauma to the 
visceral pleura is inevitable in induction of 
pneumothorax when using a sharp beveled 
needle. To ascertain if trauma, with in- 
duction of a spontaneous pneumothorax of 
traumatic origin, were also inevitable when 
using a short beveled, dull needle, a series of 
29 cases is reported. A number 19 dull, 
short beveled pneumothorax needle was used 
in the anesthetized chest wall to obtain nega- 
tive pressure readings on the manometer. 
When such readings were obtained, the needle 
was promptly withdrawn in 19 cases without 
injecting air; in 10 cases a small amount of 
air, averaging 100 cc., was given before with- 
drawing the needle. In all but 5 cases out of 
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the 29, a fluctuation in the negative readings 
was noted, suggesting that a space had already 
been created between the pleurae by the time 
the needle was attached to the manometer. 
The patients were then observed carefully for 
pain in the neck or shoulder, indicating that a 
pneumothorax space was being created. In 
such cases, an X-ray film was taken immedi- 
ately; otherwise, if there were no complaints of 
pain, a film was taken in three hours after the 
procedure had been completed. Fluoroscopy 
was found to be unsatisfactory to detect 
small amounts of air in the pleural space; an 
expiration film was more reliable. A second 
film in twenty-four hours was taken on all 
patients. Results of these observations were 
that in every case a pneumothorax was pres- 
ent, whether or not a small amount of air had 
been administered. When air had been given, 
a larger pneumothorax space than anticipated 
was invariably demonstrable. In almost all 
cases, the amount of air in the pleural space 
was seen to increase during the first twenty- 
four hours, necessitating deflations in some 
cases in which extreme dyspnea was present. 
The amount of air present in these cases was 
seen to vary with the extent of the disease in 
the underlying lungs rather than with the 
type of disease. An average of 15 per cent 
collapse was noted in moderately extensive 
disease; 41 per cent in extensive involvement. 
Caseous infiltrations, contralateral pneu- 
mothorax and pulmonary fibrosis ail seemed 
to play a réle to the extent to which they 
diminished or excluded functioning pulmonary 
parenchyma. The explanation for this lies 
in the hypothesis that, in lungs extensively 
involved, the remaining functioning paren- 
chyma suffers compensatory emphysema. 
The site selected for induction of pneume- 
thorax is usually overlying these distended 
healthy areas and the inevitable trauma in 
such an area to the visceral pleural membrane 
allows escape of alveolar air more readily than 
usual since the distended alveoli retract 
poorly. Another factor may be in the di- 
minished respiratory reserve of extensively 
involved lungs which requires the constant 
activity of the healthy areas, thus delaying 


closing of the traumatic perforation and 
thereby leading to progressive increase in the 
size of the pneumothorax cavity. Because of 
these findings, the conclusion is drawn that 
even with the use of a dull short beveled 
needle, the real initial pneumothorax is a 
traumatic one, creating a space to which air is 
then added. Manometric readings which 
show a fluctuation with the respiratory cycle, 
which were found to be present in 24 of the 29 
cases studied, indicate that an air space is 
produced without the introduction of air from 
the outside, thus substantiating the assump- 
tion that visceral pleural trauma is inevitable 
in inducing pneumothorax. Four case his- 
tories are given in detail along with X-ray 
films showing the progression of the pneu- 
mothorax space during the first twenty-four 
hours, even though no air had been given.— 
The Réle of Traumatism in the Induction of 
Initial Pneumothorax: Further Studies, I. G. 
Tchertkof’ & I. J. Selikoff, Quart. Bull. Sea 
View Hosp., January, 1947, 9: 1—(P. Q. 
Edwards) 


Phrenicectomy for Hilar Cavities Among 
19 patients with cavities in the upper lobe 
treated with phrenic exeresis, not one showed 
any appreciable benefit from the operation. 
In 15 other cases which had cavities apparently 
in the hilar region according to X-ray ap- 
pearance but actually located at the apex of 
the lower lobe or in the middle lobe, only one 
instance failed to respond to this treatment. 
Only one patient out of 8 with lesions in other 
parts of the upper lobe responded to this 
operation. Accordingly it is recommended 
that hilar cavities should be localized not only 
by anterior films but also by lateral and 
oblique films and by stereoscopic films. It 
is always possible to determine by sufficient 
films if the cavity is localized at the apex of 
the lower or in the middle lobe on the right 
side. Cavities in the lower lobe or mid-lobe 
are best treated by primary phrenicectomy as 
pneumothorax is less effective in these cases. 
Cavities at the base of the upper lobe are 
better treated by pneumothorax, since these 
cases do not respond well to phrenic exeresis.— 
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Contribution au traitement des cavernes dites 
hilaires par la phrénicectomie, A. C. Chakar & 
Z.8. Késioglu, Presse méd., June 4, 1947, 33: 
381.—(E. Bogen) 


Pneumonolysis and Phrenic Paralysis.— 
Case report demonstrating the indication, in 
certain instances, of severing the phrenic 
nerve during a pneumonolysis. In this 
patient two large cavities were present, one of 
which was situated in the lower lobe. Pneu- 
monolysis succeeded in liberating the upper 
lobe from all adhesions—the lower lobe, how- 
ever, remained attached to the diaphragm 
and the posterior chest wall. It was observed 
through the thoracoscope that the diaphrag- 
matic motions exerted a pull on the lesion in 
thelowerlobe. The phrenic nerve was severed 
by cauterization through the thoracoscope.— 
Sur un nouveau cas de section du nerf phrenique 
par voie pleuroscopique, A. Meyer & A. Davy, 
Rev. de la tuberc., 1947, 11: 220.—( V. Leites) 


Pneumoperitoneum for Pleurisy.—Exuda- 
tive pleurisy is always tuberculous unless 
proved otherwise. According to Hoefer, one 
case in 4 without pulmonary involvement 
visible in an X-ray film dies of tuberculosis, 
usually within a year. Forty per cent of 
Burril’s large series of cases developed open 
tuberculosis. Hayasi followed the results of 
exudative pleurisy in 2,321 cases and 46.8 per 
cent became open cases as did 33.5 per cent of 
Michetti’s more than a thousand cases. It is 
certainly most necessary to find if possible 
some way of preventing such a large propor- 
tion of patients with pleural effusion from 
developing progressive pulmonary tuber- 
culosis. P. E. Weil tried prompt aspiration 
replacing the fluid with air. Wolf also used 
this measure. The author believes that the 
initial infection in pleurisy spreads principally 
by the lymphatic channels and that only 
collapse therapy can block them. According 
to the investigations of Spengler, sediment 
from pleural effusions settles in the costo- 
phrenic angles and consists of cells and bacilli. 
Inflammatory changes as shown by thoracos- 
copies are always more intense near the base 


of the pleural cavity when an effusion is 
present. As the fluid is absorbed there often 
remains in the costophrenic angle what ap- 
pears to be a thickening of the pleura but is 
really a mass of cellular detritus and tubercle 
bacilli. The time of the absorption of the 
pleural fluid is a critical and dangerous period. 
After the fluid is gone there often remains for 
an indefinite time a considerable amount of 
this cellular infectious sediment which is 
mistaken for pleural thickening or a band of 
adhesion. According to the author, this 
sediment plays an important part in post- 
pleuritic morbid sequelae, for it always 
provides the bacilli which find their way into 
the lymphatic channels or the blood vessels. 
We must be especially on our guard in cases of 
primary infection with effusion. The author 
does not think that pneumothorax is always 
the best method of prophylactic collapse but 
prefers his combination of phrenic nerve 
section and avulsion (to paralyze the dia- 
phragm) with pneumoperitoneum. He has 
employed it in a considerable number of cases 
with satisfactory results. He does not think 
it necessary to employ it in very mild cases. 
These he treats with bed-rest and hygienic 
measures. His treatment of the moderately 
severe cases seems quite radical—T'raitment 
de la pleuresie exsudative dans le but d’éviter 
des suites éloignées, G. Maurer, Rev. belge de la 
tuberc., 1947, 38: 26.—(A. T. Laird) 


Extrapleural Pneumothorax.—The author 
proposes the term “extrapleural substitution 
pneumothorax” for an operation recommended 
by him under certain conditions, which con- 
sists in supplementing or replacing an in- 
complete or ineffective pneumothorax with an 
extrapleural pneumothorax. The latter pro- 
cedure should result in an extrapleural air 
space, covering all or nearly all of the area of 
the preceding intrapleural pneumothorax and 
thus exerting collapsing pressure on the 
pleural space, its adherent or thickened walls 
and the underlying lesions and cavities. In 
certain cases very extensive extrapleural 
pneumothorax would be necessary to bring 
this about, extending even from the apex to 
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the base. He has used such a procedure in 
about 40 cases and reports some very satis- 
factory results. He discusses its use in con- 
nection with basal as well as apical lesions, 
and goes into some detail as regards its risks 
and the alternative methods of treating the 
various conditions which he considers to be 
indications for its employment. The com- 
plications which frequently follow the induc- 
tion of much less extensive extrapleural 
pneumothorax are so serious that many 
thoracic surgeons would not undertake the 
very extensive operations illustrated in the 
fifteen drawings which accompany the text.— 
Le pneumothorax extrapleural de substitution, 
P. le Foyer & G. Vallade, Le Poumon, May- 
June, 1947, 3: 11.—(A. T. Laird) 


Extrapleural Pneumothorax.—A study 
based on the observation of 90 cases over a 
period of two to eight years. A detailed 
description is given of the operative technique, 
postoperative management, complications and 
their treatment. Good results with closure of 
cavities and negative sputum were obtained in 
45 patients (50 per cent). Improvement with 
full working capacity was achieved in 12 
patients (13 per cent). Unfavorable results 
are in part attributed to hardships during the 
war, insufficient sanatorium care, premature 
reéxpansion due to evacuation from hospitals, 
etc. The total fatality of the operated cases 
was 10 per cent in nine years. Thoracoplasty 
following extrapleural pneumothorax is con- 
sidered technically more difficult, but better 
tolerated by the patients because of fixation 
of the mediastinum. A correlation is seen 
between the type of lung involvement and 
incidence of complications; pleural complica- 
tions were most frequently found if pulmonary 
lesions were of the disseminated hematogenous 
type with particular involvement of the 
cortical layers of the lung. As further con- 
traindications are considered: peripheral loca- 
tion of cavities, giant cavities, fresh exudative 
processes, presence of considerable fibrosis, 


extrapulmonary tuberculosis.— Eztrapleural 
Pneumothorax and Oleothorax in the Treatment 
of Pulmonary Tuberculosis, T. N. Chrushcheva, 
Probl. tuberk., 1947, No. 1, 26.—(V. Leites) 


Extrapleural Pneumothorax.— Lower extra- 
pleural pneumothorax is considered indicated 
(1) in cavities of the lower lobes after failure 
of intrapleural pneumothorax and phrenic 
paralysis, (2) as a complementary procedure 
in the presence of upper extrapleural pneu- 
mothorax or upper thoracoplasty in the pres- 
ence of progression of the disease towards the 
lower lobes. The special operative difficulties 
of lower extrapleural pneumothorax (due to 
the anatomy of the fascia endothoracica) are 
described. The maintenance of the extra- 
pleural space demands even more attention 
than in upper extrapleural pneumothorax be- 
cause of the greater tendency towards obliter- 
ation and the constant presence of fluid. 
Replacement of air with oil has to be instituted 
at anearly date. Lower extrapleural pneumo- 
thorax constitutes a considerable diminution 
of the breathing capacity and demands 
preoperatively a careful evaluation of the 
function of the contralateral lung.—Concern- 
ing the Question of Lower Extrapleural Pneu- 
mothorax, D. P. Muchin, Probl. tuberk., 1947, 
No. 1, 38—(V. Leites) 


Extrapleural §Pneumothorax.—Following 
extrapleural pneumonolysis, the authors place 
50 ec. of serum containing 1,000,000 units of 
penicillin in the space and remove remaining 
air. Thereafter air is gradually introduced 
injecting 100 to 150 cc. daily until adequate 
collapse is obtained. This procedure, carried 
out on 62 patients, protects against too sudden 
collapse with extrapleural pneumothorax and 
prevents many of the complications otherwise 
observed. Eight figures illustrate this pro- 
cedure in one case of bilateral extrapleural 
collapse.— Pneumothorax extra-pleural et col- 
lapsus progressive, P. Le Foyer, Presse méd., 
June 4, 1947, 33: 385.—(E. Bogen) 
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